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Surgical Treatment of Cardiospasm 


RODNEY MAINGOT* 


LONDON, ENGLAND 


Y REMARKS are based mainly upon the ex- 

perience I have gained during the last 

fourteen years, and more particularly 
since 1942, in operating upon 46 cases of advanced 
cardiospasm, all of which proved recalcitrant to 
dilatation by the hydrostatic bag or, more rarely, 
to treatment with graduated esophageal bougies. 

I should like to bring to your attention the ex- 
cellent results which have been achieved by em- 
ploying a modification of Heller’s technic. This 
operation has so simplified the problem of the oper- 
ative treatment of cardiospasm that, in my opinion, 
it should be employed more fsequently, and espe- 
cially for cases which, although improved by the 
use of the hydrostatic bag, are nevertheless not 
symptom-free or are in need of periodic dilatations. 

Cardiospasm, as you know, is a condition in 
which there is a dilatation, hypertrophy, and 
lengthening of the esophagus, associated with non- 
organic obstruction of the cardia or, to be more 
precise, of the lower 3 to 6 cm. of the esophagus. 

As the cause of the disease is as yet unknown, the 
synonym—idiopathic dilatation of the esophagus— 
as used by Sweet'* and others, is appropriate. 

Einhorn® accurately and vividly described a case 
of cardiospasm and suggested that the flask-shaped 
esophagus was due to a lack of the reflex relaxation 


*Surgeon, Royal Free Hospital, London; Senior Surgeon, South- 
end General Hospital, England. 


Presented November 10, 1948, before the meeting of the Inter- 
state Postgraduate Medical Association of North America, Cleve- 
land, Ohio. 


or opening of the cardia during the act of swallow- 
ing, while Hurst* propounded the same theory 
and coined the term “achalasia” which means ab- 
sence of relaxation. 

Rake,’ as a result of searching microscopic in- 
vestigations on postmortem specimens of cases of 
achalasia, believed that the condition was due to 
progressive degeneration of Auerbach’s plexus in 
the region of the epicardia. Wooler believes, as I 
do, that the ganglionic degeneration is secondary to 
dilatation, inflammation, and fibrosis of the esoph- 
agus, and is not the cause of cardiospasm. 

Walton"® considers that the tight spasm is in all 
probability congenital in origin, and this view is 
supported by Barlow’ who writes: “Appreciation 
of the fact that the disease is probably congenital 
in origin and certainly shows no tendency to spon- 
taneous cure, leads one to stress the advisability of 
early and effective operation in the majority of 
cases. 

We must frankly admit that we do not know 
the cause of this interesting disease, but it would 
appear to me that the disordered neuromuscular 
mechanism affecting the epicardia is a condition of 
spasm rather than of incoordination of the peristal- 
tic wave. 

Cardiospasm accounts for some 20 per cent of 
cases of dysphagia. It occurs twice as commonly in 
females as in males, and no age is exempt. While 
cardiospasm is not infrequently observed in infan- 
cy and childhood, most patients present themselves 
for treatment during the third or fourth decade. 
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The fact that many cases are observed during the 
early years of life and that many of the sufferers 
from this disease give a long history of dysphagia 
dating back to early childhood, lends a measure of 
support to the congenital theory. 

In adults, however, the onset often coincides 
with some type of psychologic trauma. The cardia 
and lower reaches of the esophagus in these highly- 
strung patients appear to be controlled by their 
emotions, and tightly contract when they are de- 
pressed, excited, or angry. Successful advice and 
treatment by a psychiatrist or a family doctor 
should be advocated for these early mild cases in 
which underlying structural changes are so fre- 
quently shown to be minimal. 

In frankly established cases, psychologic or pal- 
liative treatment will be of no avail, and cure or 
amelioration of the distressing symptoms can only 
be achieved by the disruption of the obstructive 
mechanism in the hiatal esophagus by means of a 
hydrostatic bag or a well-planned surgical attack. 


PATHOLOGIC FEATURES 


' ‘ue characteristic pathologic features are dilata- 
tion, hypertrophy, and lengthening of the 
esophagus. At operation the following characteris- 


POSTGRADUATE MEDICINE 


tics are noted in every case: the cardiac orifice itself 
is normal in appearance and diameter, while just 
above the cardia the terminal 3 to 6 cm. of the 
esophagus are thin, atrophic, and narrowed, often 
having a diameter of not more than 1 to 1.5 cm. 

There are no signs of any adhesions or abnormal 
congenital bands, and there are no evidences of in- 
flammation past or present or of extrinsic constrict- 
ing agents in the region of the cardia or of the 
lower end of the esophagus. 

Above this narrowed segment the thick-walled, 
bloated, funnel-shaped esophagus can‘be seen dis- 
appearing upward into the chest. The dilatation of 
the esophagus varies in shape according to the 
stage of the disease. 

Thus, in an early case it is fusiform, later on it 
becomes flask-shaped, while the sigmoid or 
J-shaped varieties represent an advanced stage. 
Usually the dilatation is most obvious in the lower 
half, but in long-standing cases it may extend as 
far upward as the neck and even involve the 
pharynx. 

As the disease progresses, the enormously dis- 
tended esophagus swings to the right in the chest, 
pursuing a serpentine course, and may, by virtue 
of its retained, semi-solid, decomposing contents, 
compress the heart, aorta, or trachea. 

Certain complications may arise: hemorrhage 
from the ulcerated areas in the mucosa, acute per- 
foration, inhalation pneumonia, bronchiectasis, 
lung abscess, avitaminosis, and arthritis which is 
probably due to toxic absorption. 


DIAGNOSIS 


The cardinal clinical features of cardiospasm are 
dysphagia, regurgitation, and retrosternal pain. 

The disease usually pursues a leisurely but never- 
theless relentless course, although in some instances 
there may be some brief periods of respite. 

Patients suffering from cardiospasm may be apt- 
ly described as being esophagus-conscious. They 
can actually feel the esophagus go into intense 
spasm if they become excited, and they are con- 
scious of its relaxing on taking a hot drink. 

The first few mouthfuls of food may cause little 
discomfort, but further swallowing produces the 
sensation that food is sticking behind the lower 
halt of the breast bone. If the patients continue to 
eat rapidly, food gushes up into the pharynx and 
this may produce a fit of coughing. 
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Figure 1. Reproduction 
of Heller’s original illustra- 
tion of a case of cardio- 
spasm. Note in this case 
that the cardia itself is nor- 
mal and the constriction oc- 
curs just above the cardiac 
orifice. 
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Figure 2 Types of cardiospasm: fusiform, representing an early stage in the disease; flask-shaped, a later 


shape: and sigmoid, the terminal stage. 


The symptoms may, of course, vary from day 
to day, but in general they gradually become worse 
as the disease inevitably progresses. During a late 
stage in the disorder, dysphagia and sternal dis- 
comfort after eating increase in severity. 

These patients often try to combat the symptoms 
by eating slowly, selecting their diet with the ut- 
most circumspection, and washing down solids 
with fluid drinks. But they lose weight rapidly be- 
cause they cannot swallow sufficient food. 

If the inferior constrictor of the pharynx is not 


working properly, they suffer from regurgitation 
of food into the mouth at night, especially when in 
bed. They become thin and anemic and may even- 
tually present a severe degree of inanition. 

A barium meal x-ray examination gives a dis- 
tinct picture of cardiospasm. The blockage at the 
lower end of the esophagus is either complete or 
incomplete. In the early stages there is the inter- 
mittent passage of small quantities of barium into 
the stomach. 

The fusiform esophagus is lashed into vigorous 











Figures 3, 4, and 6. Case of 
cardiospasm in a female pa- 
tient. Figure 3. Skiagram 
taken in 1929. Figure 4. Skia- 
gram taken in 1934. Figure 6. 
Skiagram taken in 1948. This 
case was eventually subjected 
to Heller's operation and made 
an uninterrupted recovery. To- 
day, some six months after the 
operation, she is quite well, 
has gained over 28 pounds in 
weight, and can eat hearty 
meals without restriction. 


Figure 5. Another case of 
cardiospasm which responded 
quite satisfactorily to dilata- 
tion with Negus’ modification 
otf Tucker’s bag. 
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writhing activity in a brave and determined at- 
tempt to force the opaque medium through the 
ribbon-like channel into the capacious stomach. 

In the last phase of the disorder there is obstruc- 
tion and marked dilatation with sagging, little, or 
no barium entering the stomach. The S- or 
J-shaped esophagus is now a huge, elongated, 
patulous sac, incapable of vigorous peristaltic 
movement, although the characteristic worm-like 
movements of the circular coat may be seen on 
screening, indicating that the end of the struggle 
is in sight. 

In a well-marked case, the lower end of the 
esophagus will be seen to be narrowed, and ends in 
a smooth, rounded, symmetrical cone. Sometimes 
it tapers gradually, or a string-like process may be 
made out. The tip of the esophagus is outlined as 
a nipple-like projection, the tip pointing to the 
left below the diaphragm. 

In the differential diagnosis reflex spasm, benign 
stricture, peptic ulceration, so-called congenital 
stenosis, and cancer must be borne in mind. 


TABLE 1 


TREATMENT OF CARDIOSPASM 








Bland nonresidue nutritious 

diet 

. Skillful advice and suggestion 
by psychiatrist or family phy- 
sician 

3. Antispasmodic drugs, such as 

‘mylnitrite or octylnitrite 


MEDICAL I. 
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DILATATIONS 





. Hurst's graduated mercury- 
filled bougies 

. Plummer’s hydrostatic bag 

. Negus’ hydrostatic bag 


ww 





OPERATION 1. Heller's operation advised in 


some 10 per cent of intracta- 
ble cases. Mortality 1 to 2 per 
cent with a cure rate of over 
95 per cent 


TREATMENT 


i hem treatment of cardiospasm may be outlined 
as in Table 1. 

Medical management, psychiatry, and the use of 
antispasmodics, and more particularly octylnitrite, 
may temporarily abolish the obstruction and afford 
some measure of relief. Medical management and 
dilatations will cure 70 per cent of patients, and 
there will be improvement in another 20 per cent. 

The old-fashioned method of dilatation with 
Hurst’s mercury tubes or esophageal bougies has 
been completely abandoned, as it is distressing to 
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the patient and rarely leads to a permanent cure. 

Today the treatment of an established case of 
cardiospasm is by means of rupture of the constrict- 
ing circular muscle fibers of the epicardia by means 
of Negus’ modification of Tucker’s bag, or by 
operation. 

Negus’ bag, when skillfully employed, will cure 
70 per cent of the patients, and there will be im- 
provement in a further 20 per cent. In 10 per cent 
it is impossible or dangerous to employ the hydro- 
static bag, and operation to overcome the obstruc- 
tion is clearly required. 

There are two sizes of Negus’ dilators for adults: 
the three-fingers’ breadth which holds 40 cc. of 
water, and the four-fingers’ breadth which holds 
60 cc. of water. The three-fingers’ breadth dilator 
is used for the first dilatation in an adult, and the 
four-fingers’ breadth for subsequent dilatations. 


INDICATIONS FOR OPERATION 


These indications may be outlined as follows: 

1. When, owing to the great size and sagging 
of the flask, dilatation under direct vision is haz- 
ardous or is not feasible. 

2. When the patient has failed to respond to one 
or more courses of treatment with the hydrostatic 
dilator. 

3. In infancy and childhood. Young patients fre- 
quently fail to benefit by dilatation methods, and 
division of the spastic band of muscle is strikingly 
successful. 

4. In all those cases where the diagnosis is in 
doubt. Here surgical inquiry is imperative in order 
to rule out the possibility of cancer of the cardia 
or of the lower end of the esophagus. 

The Mikulicz™ transgastric blind digital stretch- 
ing of the cardiac sphincter and lower end of the 
esophagus is an unscientific operation and should 
not, in my opinion, be practiced. The main danger 
here is rupture of the lower end of the esophagus 
followed by mediastinitis. 

Esophagogastrostomy is of two types: Heyrov- 
sky’s (1912), which is an anastomosis between the 
esophagus and the cardia, side to side; or Gron- 
dahl’s,” employing the Finney type of operation for 
duodenal scar stenosis. 

The Finney type of repair is more popular and 
has the weighty support of Ochsner and De- 
Bakey,’* Gray,* Clagett,” and their associates at 
the Mayo Clinic, Womack,'® Garlock, and most 
British surgeons. 
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Figure 7. Case of cardiospasm. This is a late stage of the case illustrated in Figure 8. 


Figure 8. Case of cardiospasm: an early picture when the symptoms were mild. 


Figure g. Fusiform type of cardiospasm. 





Figure 10. An advanced case of cardiospasm showing the nipple-like projection which is so characteristic of 


the disease. 


This operation, however, has two serious draw- 
backs: one is marked regurgitation of food into the 
esophagus when the patient is reclining, and the 
other is the possible onset of peptic ulceration in 
the lowest segment of the esophagus from the ac- 
tion of the gastric chyme on the sensitive esopha- 
geal mucosa. 


Esophagocardioplasty is the longitudinal division 
of all coats of the cardia and lower end of the 
esophagus, followed by suture in the transverse 
axis after the Heineke-Mikulicz principle. This 
operation must be performed through the chest; it 
is difficult to execute, suturing is somewhat com- 
plicated, and it is often followed by minor chest 
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TABLE 2 TABLE 3 

ResuLts oF OPERATIONS FOR CAKDIOSPASM 
Transgastric digital dilatation of | ; : | RESULTS 
the cardiac sphincter and lower OPERATION NUMBER OF a Se oo ee 
end of the esophagus | cam GooD POOR DEATH 

' 

Anastomosis of the esophagus to Mikulicz 3 a 1 ise ‘= | 7 
the stomach (after the Finney Esophagogastrostomy | 2 I it te) 
type) Esophagoplasty 2 2 0 0 
Longitudinal division of all the Heller 39 37 it~ | 1§ 
coats of the cardia and lower end Totals Pr 41 i 3 l 2 
of the esophagus, followed by - 


3. ESOPHAGOPLASTY “ é 
: suture of the transverse axis 
(after the Heineke-Mikulicz 
principle) 





4. EXTRAMUCOUS ESOPHAGO- 
CARDIOMYOTOMY 


Heller's operation (based on 
Rammstedt’s operation) 





complications and intercostal ache. It has been 
warmly advocated by Sweet,'* who presented a 
series of 14 consecutive, highly successful cases, 
and in England has been sponsored by Grey 
Turner and many thoracic surgeons. 


N™ of these operations, however, can be com- 
pared with Heller’s extramucous esophago- 
cardiomyotomy, which is performed through an 
epigastric incision with speed, safety, and preci- 
sion. The immediate and late results are excellent 
in every respect, and it is a simple procedure 
which can be taught to any abdominal surgeon to 
whom meticulous and precise work makes a spe- 
cial appeal. 

It is associated with a negligible mortality, and a 
stay in hospital which does not in the average case 
exceed seven days. There is no regurgitation of 
gastric contents into the esophagus or mouth, and 
there are no teasing complications such as peptic 
ulceration. The patient can furthermore enjoy 
hearty meals without the slightest restraint or dis- 
comfort. 

This, therefore, is the simplest of all operations 
for cardiospasm and also the safest and most sat- 
isfactory; in fact, it is so-easily executed with bril- 
liant results that I urge that many of the cases sub- 
jected to hydrostatic dilatation which are not 
speedily cured with one or more courses of treat- 
ment be advised to undergo operation by this 
method. 

In a personal series of 39 cases cure was obtained 
in 38, the one operative death occurring in a feeble 





*Died of mediastinitis on fifth postoperative day (1934). 

tMarked regurgitation of gastric contents and acute peptic 
erosions of esophagus. 

{Required further dilatations. 

§Recent case (1948). Emaciated woman (75 pounds) aged 75, 
who had suffered from dysphagia for about fifty years. Died on 
third postoperative day from atelectasis. 


patient aged 75. The results of operation in the 
total series of 46 patients are shown in Table 3. 


TECHNIC OF EXTRAMUCOUS ESOPHAGO- 


CARDIOMYOTOMY 

Heller’s operation was first described in 1913 and 
again in 1921." He reported 16 cases operated on 
by him without fatality and with good results in 
12 patients. 

The operation was first suggested by Gottstein 
in 1901, but Heller, when he performed his series 
of operations, made two incisions, an anterior and 
a posterior, to ensure thorough division of all the 
constricting circular muscle fibers. 

The modern operation is really based on Zaai- 
ger’s procedure," as this surgeon considered that 
an anteriorly placed incision through the coats of 
the esophagus, epicardia, and cardia itself down to 
the mucous membrane was all that was needed to 
produce a cure. 

We name certain operations after certain well- 
known surgeons merely because it is customary 
and more convenient; but it is often the best- 
known sponsor rather than the originator of a par- 
ticular operation who receives all the praise and 
credit. 

In the preoperative preparation, lavage of the 
esophagus is carried out once or twice daily for a 
few days, using a weak solution of sodium bicar- 
bonate, until all signs of esophagitis have disap- 
peared. An esophagoscope is then passed to make 
sure that all the inflammatory process has subsided. 
The patient is given a well-balanced fluid diet 
rich in vitamins, but no solids are allowed. 
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A few hours before operation, the esophagus is 
thoroughly irrigated with warm normal saline 
solution; a Ryle tube is then passed through the 
nostril into the stomach and the gastric contents 
are aspirated. The Ryle tube is allowed to remain 
in situ during the operation, as this greatly facili- 
tates the procedure, and also for the first one or 
two postoperative days. 


HE abdomen is opened through a left epigastric 
B betonne incision, the stomach is drawn 
firmly downwards, and the left lateral hepatic liga- 
ment divided, as suggested by Lambert,” in order 
to permit ready retraction of the left lobe of the 
liver and adequate exposure of the cardia. 

The peritoneum over the esophagus is incised 
for 2 inches or so at the site of its reflection onto 
the diaphragm, and by blunt and sharp dissection 
the esophagus is liberated circumferentially. 

When the esophagus has been fully freed from 
the hiatus, a sling of gauze is placed around it 
to permit traction downwards on the esophagus. 
This traction on the sling aids in the mobilization 
of the esophagus which is gradually pulled down- 
wards into the peritoneal cavity for 2 to 4 inches. 

A longitudinal incision, 4 to 5 inches in length, 
is made through the muscular coats of the flask- 
shaped esophagus, through the cardiac region, and 
curving slightly upwards toward the fundus and 
down to the mucosa. 


( Figures on opposite page) 


Figure 11. Heller’s operation. The exposure 
and division of the peritoneum over the esoph- 
agus. 


Figure 12. Heller's operation. Mobilization 
of the esophagus. 


Figure 13. This figure shows the sling 
around the esophagus to aid in traction. 


Figure 14. Heller's operation. An early stage 
in the operation. 


Figure 15. The operation completed. The 
long incision through the longitudinal and 
circular coats of the esophagus and stomach. 
The mucous membrane bulging through, and 
the epicardia now as wide as the dilated 
flask-shaped esophagus. 
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The incision is placed anteriorly and is made 
very cautiously through the longitudinal muscle 
coat and then through the thin, somewhat adher- 
ent circular coat, dividing the fibers until the 
esophageal mucosa and the gastric mucosa bulge 
boldly outward without restraint. 

Many small blood vessels lying on the mucosa 
may need ligation with fine silk. 

In the average case, as I have said, the incision 
is fully 4 to 5 inches long, and because the exposed 
mucosa is translucent, the Ryle tube and bubbles 
of gas in the gastric fluid can be seen through the 
diaphanous sheet of bowel. 

The operation is completed by grasping the body 
of the stomach and squeezing it to force air and 
gastric juice upward through the esophagus to 
make sure that the thin exposed mucous mem- 
brane of the esophagus, cardia, and stomach itself 
is not punctured. 

If the mucous membrane is accidentally nicked 
or torn, as it was in g of my cases, the hole can be 
securely closed with a series of silk stitches with- 
out fear of subsequent leakage. 

It is important to draw the left vagus nerve out 
of harm’s way after the mobilization of the esoph- 
agus has been completed and before the longi- 
tudinal incision has been made. 

The operation is based on the principle of 
Rammstedt’s pyloromyotomy for infantile pyloric 
stenosis. It differs from this procedure in that there 
is no gritty tumor to incise and there is no ob- 
structing band or strictured area which can be 
seen with the naked eye. 

Many observers have stated that the dilated 
esophagus following this operation, although func- 
tioning normally, does not contract to its former 
size. While this may be so for the very advanced 
and neglected types of cardiospasm, it is certainly 
not true of the average case, as my numerous 
postoperative roentgenograms clearly demonstrate. 
Therefore, the more advanced the case, the small- 
er the subsequent contraction. 

In the postoperative phase no special treatment 
is required apart from keeping the patient on a 
fluid diet for the first three or four postoperative 
days. After this, semi-solid nourishment is allow- 
ed, and before the patient is discharged on the 
seventh or eighth day he is tested with full hos- 
pital diet. 

In only one of my cases was this resented, but 
following one dilatation all symptoms of dysphagia 
rapidly and permanently disappeared. 








































CONCLUSIONS 


1. Fully 70 per cent of cases of cardiospasm can 
be cured by the hydrostatic bag, and about 20 
per cent are greatly relieved. 

2. Operation is called for in the remaining 10 
per cent of cases, and in a percentage of those who 
have to be subjected to repeated dilatations. 

3. The main indications for operation are: (1) 
failure of the dilatation method; (b) the dilatation 
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method is impracticable; 


(c) the impossibility in 


some cases of ruling out carcinoma; and (d) when 
the disease occurs in infancy and childhood. 


spasm: (a) esophagogastrostomy ; 


ca 


4. There are three good operations for cardio- 
(b) esophago- 
rdioplasty, and (c) Heller’s operation. 

5. The operation of choice, in my opinion, is 


Heller’s operation or the slight modification which 
I have described. 
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MORTALITY RATES SET RECORD LOW IN 1948 


ieee rates for 1948, as calculated among the millions of industrial policyholders of the 
Metropolitan Life Insurance Company, set a new annual low record, marking the fifth con- 
secutive year the figure has declined. Death rate for the year was 6.5 per 1,000 policyholders, a drop 


of one-tenth of one per cent from the 1947 rate. 


All age groups of white females showed improvement over the previous year, with the greatest 
reported for the 15-24 year age group. Mortality rates among white males went down from the 1947 
ratio in all except two age groups, those of ages 35-44 and 65-74. 

Average life expectancy in the total policyholder group was about one-third of a year greater in 


1948 than in 1947. A 
per cent in two years. 


ROUTINE HOSPITAL CHEST X-RAYS 


sharp drop in tuberculosis deaths is shown, amounting to a reduction of over 22 


INCREASE 


survey of general hospitals in the United States, reported by Dr. William H. Oatway in Arizona 
Medicine, reveals that twice as many of these institutions were routinely taking chest x-ray 
films in 1948 as in 1945. Of the 4, 539 general hospitals in the country, 247 reported that chest films 
were a routine procedure for all patients, excluding certain categories, such as infants, obstetrical, 
very ill, etc. Numerous hospitals have equipmentor plans for starting such a program. The source of 
funds for equipment is largely civic, and the income for maintenance comes from both subsidies and 
charges. Lack of funds, lack of information, inertia, and the added duties of administration were 


listed as the principal obstacles to the extension of the practice to more hospitals. 
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Fluorine in Dental Caries Control 








H. TRENDLEY DEAN* 


UNITED STATES PUBLIC HEALTH SERVICE, WASHINGTON, D.C. 


HE problem of dental disease needs no ex- 

position. Some idea of its magnitude, how- 

ever, may be gained from the fact that in 
1947 the American people paid to physicians for 
professional services 1.7 billions of dollars; to den- 
tists, 0.9 billion. In short, of the medical care dollar 
25 cents went to the physician, 14 cents to the den- 
tist." The dental profession, now numbering about 
86,000, has developed largely for the treatment of 
two diseases and their sequelae, dental caries and 
periodontal diseases. The impact, therefore, of one 
or two successful research ventures could have far 
reaching effects on the practice of dentistry. 

The ubiquity of dental disease stands as a classi- 
cal example of a disease with a high attack rate 
and no effective measures of mass control available. 
Furthermore, dental enamel, once injured, is in- 
capable of natural recovery; carious defects and 
the resultant sequelae, therefore, accumulate at a 
rapid rate. Except for the work of Miller, Black, 
and a few others, it is only during the past decade 
or two that dentistry has felt to any degree the 
stimulus of the discipline of scientific methodology. 
In the past, American dentistry has been known 
for its excellence in mechanically restoring lost 
tooth structure rather than for carefully controlled 
experiments in basic research that might shed light 
on etiologic factors, epidemiologic phenomenon, or 
methods of mass control. The notable expansion in 
recent years of dental research in the basic biologic 
sciences has long been needed. 

*Director, National Institute of Dental Research, National In- 
stitutes of Health, Bethesda, Maryland. 


Presented November 10, 1948, before the meeting of the Inter- 
state Postgraduate Medical Association of North America, Cleve- 
land, Ohio. 
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Outstanding among recent developments is the 
clear demonstration of the important relationship 
between trace amounts of fluorine and dental 
health. Today, epidemiologic disclosures of a con- 
sistently occurring phenomenon in Nature strongly 
suggest that concepts of partial mass control are 
entirely within the realm of practicality. With at 
least one of these diseases, dental caries, the possi- 
bility of mass control through fluorination of the 
public water supply or by means of topically ap- 
plied fluoride solutions begins to approach the 
status of commonplace procedure of tomorrow. 

One hope of mass improvement in dental health 
rests upon the relation of fluorine to dental caries 
attack, particularly the relation of the fluoride con- 
tent of the water supply to dental caries experience 
rates in population groups. I shall attempt to re- 
view briefly this evidence. For more detailed data 
those interested should refer to the recent mono- 
graph of the American Association for the Ad- 
vancement of Science entitled “Fluorine and Den- 
tal Caries,”* or other reviews.” * 


EARLY HISTORY 


Speculation on a fluorine-dental caries relation- 
ship can be traced back to the last quarter of the 
nineteenth century literature. These reports, how- 
ever, recorded uncontrolled observations, specula- 
tive conjectures, and chemical studies of doubtful 
accuracy. The early mottled enamel literature— 
before the discovery in 1931 that fluorine was the 
etiologic agent—frequently referred to the absence 
of extensive dental caries in endemic mottled 
enamel areas. To students of dental caries research, 
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therefore, this early literature of mottled enamel 
took on an added interest when fluorine was in- 
criminated as the etiologic agent. 


EPIDEMIOLOGY 


The epidemiologic picture of the fluorine-dental 
caries relationship is particularly clear cut. It stands 
out in bold relief with almost mathematical preci- 
sion. Four cardinal developments, unavailable to 
early workers, are largely responsible for this clar- 
ity. These are: (1) quantitative methods of meas- 
uring dental caries experience, involving prevalence 
rates specific for age, sex, and color, thus limiting 
the observations to those teeth comparable as to 
exposure;”"** (2) confining observations to a pop- 
ulation group continuously exposed to the variable 
under investigation, i.e., the common water sup- 
ply;* (3) development of analytical chemical meth- 
ods which permit water analyses accurate to 0.1 
part per million of fluoride (F);° and (4) develop- 
ment of quantitative methods for estimating the 
number of L. acidophilus in the saliva which serves 
as a useful index of caries activity in a population 


group.’° 
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None of these four tools of measurement were 
developed specifically for the study of the fluorine- 
dental caries relationship. They represented, how- 
ever, years of endeavor in fields somewhat re- 
moved from the study of fluorine and dental caries. 
Without these prior studies much of the clarity of 
the fluorine-dental caries relationship would not 
exist today. 


ROBABLY the first report that demonstrated the 

fluorine-dental caries relationship was that 
made in 1938."' In this study relatively large popu- 
lation groups in South Dakota and Wisconsin 
were studied. The broad characteristics of the phe- 
nomenon as it occurred in Nature among the gen- 
eral populations studied were clearly apparent. The 
possibility of a partial control of dental caries 
through the medium of the common water supply 
was suggestive even at that time. 

Following this study the emphasis was changed 
from observations on a broad geographic distribu- 
tion of a natural phenomenon to a detailed local 
investigation. Two cities in North Central Illinois 
were selected for this study:'* Galesburg, where 
the public water supply contained 1.8 parts per 
million of fluoride (F), and Quincy, where the 
communal water supply is obtained from the 
Mississippi River and contains 0.1 part per mil- 
lion. When the observations were limited to only 
those 12- to 14-year-old children who had continu- 
ously used the public water supply of their com- 
munity, differences of more than 3:1 in caries ex- 
perience were noted. Epidemiologic aspects of oral 
L. acidophilus counts closely reflected the observed 
clinical differences. 

The findings at Galesburg and Quincy supplied 
conclusive evidence of a new concept in the epi- 
demiology of dental caries; a striking example of 
a marked variation in the intensity of dental caries 
attack upon white urban school populations living 
under relatively comparable conditions and in close 
proximity. 

This hypothesis was next tested under a wide 
variety of dissimilar conditions. Particularly was it 
essential to learn whether there was a fluoride level 
in a public water supply sufficiently low to elim- 
inate the problem of mottled enamel and at the 
same time to reduce appreciably the incidence of 
dental caries. As finally constituted, this study 
included 21 cities, using public water supplies con- 
taining from 0.0 to 2.6 parts per million of fluoride 
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RELATION BETWEEN THE AMOUNT OF DENTAL CARIES 
(PERMANENT TEETH) OBSERVED IN 7257 SELECTED 12-14 
YEAR OLD WHITE SCHOOL CHILDREN OF 2I CITIES OF 4 STATES 


AND THE FLUORIDE (F) CONTENT OF PUBLIC WATER SUPPLY 














(F).'*:"* The groups examined generally were 
composed of all 12-, 13-, and 14-year-old white public 
school children continuously exposed to the varia- 
ble under investigation, the public water supply. 
The findings of this study are shown in Table 1 
: and Figure 1. 

Briefly, analyses of data from this study indi- 
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FLUORIDE (F) CONTENT OF THE PUBLIC WATER SUPPLY IN P.P.M. 


Figure 1 


(Compiled from: Dean, H. T., Arnold, F. A., Jr., and Elvone, E.: Pub. Health Rep. 57:1155 [ August] 1942.) 


cated: (1) Children who are born and reared in 
communities whose domestic water supplies con- 
tain increased amounts of fluorine (more than 0.5 
part per million) experience less dental caries than 
do children living in areas where the domestic 
water supply is fluoride-free; (2) this phenomenon 
is operative whether or not the teeth show macro- 
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COMPARISON OF TOOTH LOSS AT COLORADO SPRINGS 
WITH “STANDARDIZED RATE" 





| «EE Standardized Rate, U.S. (Klein) 
| BB Colorado Springs - 2.6p.p.m.F (McKay) 
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Figure 2 


(Compiled from: McKay, F 


scopic evidence of fluorosis, and (3) marked in- 
hibition of dental caries attack occurs at levels as 
low as 1.0 part per million of fluoride (F), a con- 
centration below the permissible maximum allow- 
ance under current standards." 

Much of the data concerning the relationship of 
fluoride domestic waters to dental caries experience 
has been derived from studies of school children. 
Few data have been available concerning the den- 
tal health of adults who acquired dental fluorosis 
as children. A recent study, therefore, by McKay'® 
of adults in Colorado Springs, where the public 
water supply has contained appreciable amounts 
of fluoride for about seventy years, is of interest. 


. S.: Am. J. Pub. Health 38:828 [June } 


1945.) 


Examination of 400 Colorado Springs natives hav- 
ing dental fluorosis disclosed unusually low per- 
manent tooth loss. A comparison of these findings 
with normal expectancy in tooth loss as computed 
by Klein'* on 45,500 white U.S. adults is shown in 
Figure 2. 


BACTERIOLOGY 
In certain of the studies the epidemiologic char- 
acteristics of the oral lactobacilli have been studied. 
Jay and Arnold'* have recorded that in those com- 
munities where the domestic water contained over 
1.0 part per million of fluoride (F), 37.5 per cent 
of the population studied showed counts in the 











0-100 range as compared to 17.8 per cent in fluoride- 
free areas. In contrast, counts over 20,000 per cc. of 
saliva averaged 28.7 per cent in the fluoride areas 
and 52.4 per cent in the communities using flu- 
oride-free water supplies. Arnold’s analysis’® of the 
Joliet, Elgin, Oak Park (Illinois) findings indi- 
cates that distribution of the oral lactobacilli counts 
reflects the intensity of dental caries attack regard- 
less of the presence or absence of untreated dental 
lesions. 


BIOCHEMICAL AND ANIMAL EXPERIMENTATION 


XPERIMENTAL evidence supports the epidemi- 
E ologic findings regarding the fluoride-dental 
caries relationship. Induced dental caries in both 
the white rat and the hamster may be decisively 
inhibited by adding fluoride to the food and water. 
Hodge and Sognnaes”® have recently reviewed the 
work in this field. Armstrong*’ reported that the 
enamel of caries-free teeth contains about twice as 
much fluorine as the enamel of teeth having dental 
caries. A more recent and extensive study by Mc- 
Clure”* is not entirely in conformity with this find- 
ing. Analysis of these and many other experiments 
discloses a wide variety of data but specific knowl- 
edge of the mechanism by which fluorine inhibits 
production of dental caries awaits further study. 


CONTROL 


The large amount of accumulated evidence in 
the field of epidemiology, physiology,”* and_bio- 
chemistry suggests that the fluoride domestic 
waters-dental caries relationship can be transposed 
into a practical method of partial mass control of 
dental caries.** 

At present at least 10 cities are known to be 
fluorinating their “fluoride-free” public water sup- 
ply by increasing the fluoride concentration to one 
part per million. These cities are: Grand Rapids, 
Michigan; Newburgh, New York; Brantford, On- 
tario; Sheboygan, Wisconsin; Midland, Michigan; 
Marshall, Texas; Ottawa, Kansas; Evanston, Illi- 
nois; Lewiston, Idaho, and Madison, Wisconsin. 

The actual fluorination of the Grand Rapids sup- 
ply, a study under the auspices of the U.S. Public 
Health Service in cooperation with the Michigan 
State Department of Health and the University 
of Michigan, began in January, 1945. Daily water 
samples collected at various points of the distribu- 
tien system show a consistent uniformity in con- 
centration. No technical difficulties have been en- 
countered in introducing the sodium fluoride into 
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the public water supply. The present cost is about 
10 cents per person per year. Detailed studies as to 
the effectiveness of this method are being con- 
ducted at Grand Rapids, Newburgh, and Evan- 
ston. The final direct proof of the efficacy of these 
measures must await the results of the experimen- 
tal studies now being conducted. 

Until direct evidence of its effectiveness is avail- 
able a general recommendation that all fluoride- 
free domestic waters be fluorinated is not war- 
ranted. This would not, of course, preclude certain 
selected communities from initiating.carefully con- 
trolled fluorination studies providing the experi- 
ment is planned in a manner which will provide 
the type of data permitting interpretation and 
evaluation of the subsequent results. I am think- 
ing of the selection of a few cities so distributed 
geographically as to provide specific information 
relative to the optimal level of fluoride needed un- 
der particular climatologic conditions. On the basis 
of epidemiologic evidence, it is quite possible that 
more than 1.0 part per million of fluoride (F) may 
be required in areas having a low mean annual tem- 
perature such as the Dakotas or Montana while 
0.5-0.6 part per million may be the desired concen- 
tration where climatologic conditions are reversed, 
as in the deep south or southwest. 

The topical fluoride program provides another 
approach to the control of dental caries. Exten- 
sive investigations” warrant widespread use of this 
prophylactic measure. It is given as follows: After 
the teeth are cleaned with pumice (oral prophy- 
laxis), a 2 per cent solution of sodium fluoride is 
applied to the dry crown surfaces of the teeth and 
allowed to dry for three minutes. A minimum of 
4 treatments, only the first of which is preceded by 
cleaning, are given a week apart. It is recommend- 
ed that the first series of treatments be given when 
a child is 3 years old to protect the deciduous teeth 
and that the procedure be repeated when the child 
is 7, 10, and 13 years of age in order that subse- 
quently erupted teeth may be treated. Knutson re- 
corded a 37 per cent reduction in the incidence of 
dental caries in a group under observation for 
three years; Bibby reported a 35 per cent reduction 
in a group observed for two years. 

The use of topically applied fluoride solutions 
for the control of dental caries in children has been 
approved by the U.S. Public Health Service, the 
American Dental Association, and others. The 8oth 
Congress appropriated $1,000,000 to be used in 
establishing topical fluoride demonstration units in 
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each state. Each demonstration unit will be staffed 
by a dentist, two dental hygienists, and a clerk. 
The purposes of the program are to demonstrate 
the technic to dentists and dental hygienists in 
state, local, and other health agencies, and to den- 
tists and dental hygienists in private practices and 
to encourage the establishment of continuing com- 
munity programs. 

Topically applied fluoride solutions do not pro- 
duce mottled enamel, do not injure the gingival 
tissue, and any absorption that possibly occurs 
would be insignificant as a result of the treatment. 
Whether or not 4 applications of the fluoride solu- 
tion to the teeth of adults would inhibit dental 
caries is not known. 

While approving the use of topically applied 
fluoride solutions, the Journal of the American 
Dental Association, commenting editorially (34:411 
[March 15] 1947) on the use of synthetic fluoride 
tablets and bone meal preparations, stated: “Until 
more convincing data are prepared therefore, the 
use of fluorides in dentifrices, mouth washes, tab- 
lets and lozenges, cannot be recommended.” For 
further information on these questions, the reader 
should refer to a recent review by Bibby.*® 

In cities where the public water supply is being 
fluorinated as well as communities where the pub- 
lic water supply contains 0.5 part per million of 
fluoride (F) or more, the use of fluoride tablets, 
pills, or capsules is strictly contraindicated. In this 
case the use of such fluoride supplements would 
result in an excessive fluoride intake and if taken 
during the susceptible period (first eight years of 
life) would probably result in mottled enamel. 

The extensive research on the fluoride domestic 
water-dental caries relationship has resulted in a 
logical and widely supported working hypothesis 
for mass control which is now being subjected to 
experimental verification. Within a few years it 
should be possible to evaluate thoroughly the effec- 
tiveness of fluorine as a preventive agent. 
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Version and Breech Extraction 


CARL HENRY DAVIS* 
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MBROISE Paré made one of the great contribu- 
tions to obstetrics when he rediscovered in- 
ternal podalic version and applied it to the 

delivery of babies before they died from prolonged 
labor. Until the development of the obstetric for- 
ceps it provided about the only hope for a live 
baby when labor was greatly delayed or completely 
obstructed by malposition of the fetus or moderate 
deformity of the maternal pelvis. The forceps re- 
duced materially the need for version and the 
much more recent increased safety of cesarean sec- 
tion has eliminated its consideration in many bor- 
derline cases. 

Pelvic or podalic version may be considered 
when one is confronted by any one of the follow- 
ing conditions: (1) fetal dystocia from faulty atti- 
tude; (2) fetal dystocia from faulty presentation; 
(3) fetal dystocia from faulty position; (4) pla- 
centa previa marginalis late in labor; (5) prolapsed 
cord in certain cases; (6) prolapse of one or both 
arms; (7) accidental hemorrhage with a dilatable 
cervix; (8) threatened death in eclampsia, or other 
complications. 

Potter has used version as a substitute for nor- 
mal labor but few will agree with his practice. 

Conditions favorable to the performance of 
podalic version require that: 


*Formerly Clinical Professor of Obstetrics and Gynecology, 
Marquette University School of Medicine, Milwaukee, Wisconsin. 


Presented November 11, 1948, before the meeting of the Inter- 
state Postgraduate Medical Association of North America, Cleve- 
land, Ohio. 


t. The cervix must be completely dilated, or 
effaced and easily dilatable. 

’ 2. There should be no disproportion between the 
fetal head and the mother’s pelvis. 

3. The uterus must not be too firmly retracted 
down on the fetus. 

4. The membranes should be unruptured or only 
recently ruptured. 

5. The rectum and bladder must be empty. 

6. Surgical anesthesia is essential. 

7. The patient’s buttocks should be at the end of 
the table and the legs supported by leg supports 
or assistants. 

The technic of version and extraction to be pre- 
sented is that used by the late Dr. Piper, Professor 
of Obstetrics at the University of Pennsylvania. He 
was an advocate of version and extraction and be- 
lieved it to be easier and safer than forceps when 
the fetal head was arrested in the middle or higher 
in the pelvis. Piper did not agree with Potter on 
indications for version but he used much the same 
technic, namely the two foot version using his left 
hand regardless of position of the fetus. Most of 
us believe the operator should use the hand with 
which he can most easily carry out the necessary 
manipulations. 


TECHNIC OF VERSION AND EXTRACTION 


The operator should wear a long gauntlet type 
of glove since the sleeve of a gown may separate 
the vaginal mucosa from its attachments. The 
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VERSION AND BREECH EXTRACTION: DAVIS 





(Top). Both feet are secured and brought to the vulva; full dilation and effacement of the cervix 
and lower uterine segment are essential to safe extraction. The breech is converted into a double 
footling. 

(Bottom). Descent and posterior rotation of the breech so as to bring the soft aspect of the fetus 


against the supports of the maternal bladder. (Potter’s maneuver.) The fetus is sitting in the hollow 
of the sacrum. 
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gloved hand which is to be inserted should be thor- 
oughly lubricated with sterilized green soap or 
glycerin. The perineum, pelvic floor, and cervix 
are then thoroughly “ironed out” manually, first 
with two fingers, then three and four, and finally 
with the entire hand. A mediolateral episiotomy is 
advisable when the perineum is rigid. 

When the birth canal has been properly pre- 
pared, the hand in the vagina displaces the pre- 
senting part upward and to the side; the mem- 
branes are separated and ruptured high up (if not 
previously ruptured); the arms are folded on the 
baby’s chest; both feet are secured and the version 
accomplished through gentle traction on the feet 
while the body is turned with the assistance of the 
external hand. After the feet are brought to the 
vulva, the delivery proceeds as in a double footling 
breech. 

There is some difference of opinion as to wheth- 
er one or both feet should be grasped. In head 
presentations it probably is better to grasp both 
feet except where there is doubt about the com- 
pleteness of cervical dilatation and it is intended 
after the version to leave the delivery to natural 
expulsive forces. In such a case it is better to bring 
down the anterior leg, allowing the other to lie 
against the abdomen of the fetus. The leg increases 
the circumference of the distending part and there- 
by may lessen risk of trouble with the aftercoming 
head. Various authorities, in the handling of trans- 
verse lies, bring down only one foot, but Piper ad- 
vised bringing down both if possible. Hart taught 
students to grasp the leg which would maintain a 
dorso-anterior position, or would change a dorso- 
posterior to a dorso-anterior. 

Before discussing breech extraction, certain dan- 
gers involved in internal podalic version should be 
listed. Fetal risks include (1) asphyxia from com- 
pression of the cord; (2) fracture of bones, separa- 
tion of epiphyses, and dislocations; (3) injury of 
nerves with resulting paralysis; (4) head injuries, 
including most of those often attributed to forceps, 
and (5) blood extravasations. The maternal risks 
include rupture of the soft parts, hemorrhage, rup- 
ture of the uterus, and inertia uteri following the 
delivery. 


BREECH EXTRACTIONS 


Following the internal podalic version it still is 
necessary to deliver the fetus and this will expose 
it to all of the risks of breech extraction. The term 
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breech extraction is applied whenever delivery is 
accomplished by traction on the breech as in frank 
breech cases or on one or both legs. In contrast to 
natural expulsion of the fetus the advance is arti- 
ficial and most observers consider that the risk in- 
volved is greater than in a normal breech delivery. 
Certainly it must be considered a major operative 
procedure. 

In cases where internal podalic version is consid- 
ered necessary there usually is need for prompt 
delivery of the fetus. Otherwise, as in natural 
breech cases, it may be safer to leave the expulsion 
to the natural forces until the breech is delivered 
up to the level of the navel, since in this way there 
is far less risk that the arms may become extended. 

The operator should have at hand everything 
which may be needed during the operation and 
delivery. This includes the Piper forceps for appli- 
cation to the aftercoming head in case it cannot 
be delivered easily; a broad bladed retractor which 
can be used to retract the perineum and permit 
air to reach the air passages of the fetus should 
there be undue delay in the delivery of the head. 
Frequently resuscitation of the baby is necessary 
because of fetal asphyxia prior to delivery. 


Bu extraction involves certain risks. Maternal 
risks include severe lacerations of soft parts 
such as third degree lacerations of the perineum, 
and cervical tears. There is also an increased dan- 
ger of infection from anal contamination. 

The fetal morbidity and mortality following 
breech extraction furnish the main objections to 
the selection of internal podalic version and extrac- 
tion in those cases where this method of delivery 
may be considered. The three main causes of fetal 
mortality in breech extraction are: (1) compression 
of the cord; (2) occurrence of a nuchal arm, and 
(3) difficulty with the aftercoming head where 
death may be the result of suffocation due to delay 
in the delivery, or there may be later morbidity or 
mortality from injuries sustained in the solution 
of the delivery. Piper folds the arms over the chest 
of the fetus before bringing down the legs to lessen 
the possibility of a nuchal arm. 

Following the version, both feet are at the vulva. 
Piper brought the fetus down so that the buttocks 
rest or sit in the hollow of the sacrum. This par- 
ticular contribution is credited to Potter and has 
much to recommend it, not only as being a more 
correct interpretation of the mechanism of double 
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VERSION AND BREECH EXTRACTION: DAVIS 





(Top). The operator next grasps the feet separately with the hands (the latter being crossed 
with the right above the left in the right-sided cases, and vice versa) and rotates the buttocks under 
the symphysis before applying traction. 


(Bottom). When the back is well anterior, without changing the grip on the ankles, traction is 
applied in a direction inclined slightly below the horizontal plane until the points of the scapulae 
appear at the vulva. 
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footling labor, but also in the greater safety insured 
to the supports of the maternal bladder by the ap- 
position of the softest aspect of the passenger to 
the latter structures. This maneuver is frequently 
misunderstood since it has been described as bring- 
ing the child to “sit on the maternal perineum,” 
this being generally interpreted as meaning the 
bringing of the buttocks to the vulva. The more 
correct description is “sitting in the hollow of the 
sacrum,” in which case only the child’s knees show 
at the vulva. 

If Piper is correct regarding the development of 
the nuchal arm, the next step is to rerotate the back 
anteriorly before applying further traction, thus 
keeping the arms from extending. If the fetus is 
drawn too far out with the abdomen forward the 
arms are stripped up and pinioned in the pelvis, 
and as the trunk, and with it the head, is twisted 
around, the anterior arm tends to become nuchal. 
The operator who makes this mistake finds that 
his efforts at anterior rotation or further extraction 
meet with resistance. It is at this point that many 
infants are lost, for in the panic bred of inexperi- 
ence the operator may pull so hard or twist the 
fetus in his effort to deliver the shoulders that it is 
fatally injured. 

If a nuchal arm develops from improperly timed 
rotation, the solution lies in having full relaxation 
of deep anesthesia, in applying lubrication to the 
trunk of the fetus, pushing it back up into the 
birth canal, and having disengaged the shoulders 
and arms above the pelvic brim, rotating the trunk 
completely forward before reinstituting traction. 

Provided the infant has been brought into the 
hollow of the sacrum properly in the first place, 
the operator next grasps the feet separately with 
the hands, the latter being crossed (the right above 
in right-sided lies, and vice versa), and completely 
rotates the fetus, bringing the buttocks under the 
symphysis before applying traction. When the but- 
tock is well anterior, without changing the grip on 
the ankles, traction is applied in a direction in- 
clined slightly below a horizontal plane until the 
points of the scapulae appear at the vulva. The 
arms are then “levered” out by the Potter method 
of hooking a finger under the axillary border of 
the scapula and drawing the latter up toward the 
symphysis. Piper usually frees the left arm in order 
to bring the head into the pelvis in the right 
oblique, since he believed that in cases uncompli- 
cated by disproportion, the delivery of the first 
shoulder draws the head into the pelvis, engaging 
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it in the diameter opposite in name to the deliver- 
ed shoulder. His deliberate choice of the right 
oblique is based on a belief that this diameter ac- 
commodates the aftercoming head more readily 
than the left oblique. 


Opry is most important in the delivery of 
the aftercoming head. All of the standard 
methods may be quite adequate for the average un- 
complicated case, but if it is not possible to bring the 
head through easily, one should apply the special 
forceps developed by Piper. On one occasion I had 
to have the Piper forceps taken out of the sterilizer 
when I found it impossible to apply either of two 
other types of forceps to an aftercoming head that 
was held high in the pelvis. Although fifteen min- 
utes elapsed in this case it was possible to save the 
infant without injury. 

The nonfatal birth injuries that result from forci- 
ble delivery of the fetal head are tragic examples of 
an obstetric disaster. Piper taught his students to 
make one gentle effort to deliver the aftercoming 
head, and unless it came easily, he passed at once 
to the use of forceps. I am confident that use of 
his forceps has been the means of delivering very 
many infants without injury where forcible manual 
methods would have resulted in a severe injury or, 
what may be less tragic, the death of the infant. 

The Piper forceps has no pelvic curve and it is 
constructed so that it is easy to pass the blade along 
the fingers inserted in the vagina so that the blade 
rests at the side of the head. In practice the fingers 
of the right hand are inserted in the vagina to the 
left side of the baby’s head and the left blade is ap- 
plied directly to the side of the head without rota- 
tion. The hands then are changed and the right 
blade is applied in a similar manner. During the 
application an assistant holds the child’s arms and 
legs, keeping the trunk in a position that will not 
make too great an angle of extension on the neck. 
With the blades in position, they are locked and 
gentle traction started. However, the most impor- 
tant function of this forceps is that of flexion and 
not traction. It also serves to control the exit of the 
brow across the perineum. 

In the following case reports, I will try to ex- 
plain my reasons for using the forceps in certain 
cases and version and extraction in one where 
cesarean section would have been the only other 
method possible. 
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VERSION AND BREECH EXTRACTION: DAVIS 





(Top). The left arm is “levered” out by the Potter method of hooking a finger under the axil- 
lary border of the scapula and drawing the latter up toward the symphysis. The right arm is freed 
in a similar manner. 


(Bottom ). If the head cannot be delivered easily by one of the above methods, application of the 
Piper forceps is indicated. The forceps is used primarily to flex the head and very slight traction is 
required. This type of delivery is an important factor in reducing the risk of serious birth injury. 


Illustrations from: Davis, “Gynecology and Obstetrics,” published by W. F. Prior Company, Inc. 





373 











CASE REPORTS 

Case 1—This woman, a young primipara, had twins. Our 
examination showed that a breech was presenting over the 
pelvic inlet. The x-ray showed that the upper fetus had a 
head presentation. Here was a case where we might have to 
meet the very serious problem of locked twins. There was 
no difficulty with the delivery of the body, shoulders, and 
arms. We did not dare risk pressure from above in the 
delivery of the head, but with the aid of the Piper forceps 
delivery was easy. The membranes of the second sac were 
then ruptured. About forty minutes later labor was re- 
sumed and it was noted that the fetal heart beat had become 
irregular. We had the choice of version and extraction or 
the application of the forceps to a head rather high in the 
pelvis. Since the baby was known to be small we chose 
forceps. This infant was resuscitated with some difficulty. 
Version might have been a safer procedure in this case. I 
have used version several times in delivering a second twin. 


Case 2—This multiparous woman had an L.O.P., mem- 
branes ruptured for several hours, and when | was called 
she was quite exhausted. Her pulse rate was so fast that we 
could not make out the fetal heart sound. It would have 
been possible under a very deep anesthesia to do a version, 
but it was my opinion that delivery with forceps would be 
safer for the patient since only a deep analgesia or light 
anesthesia would be required. The delivery was accom- 
plished with the forceps by means of Scanzoni’s maneuver. 
Fortunately the infant was in good condition. This patient 
had a very relaxed perineum which was repaired by the 
method developed by Costello. 


Case 3—This woman, who had delivered without difh- 
culty several times, entered the hospital some twenty hours 
after the membranes had ruptured. The fetal head was im- 
pacted at the brim of the pelvis and it was evident that she 
had a large baby. From the rectal and abdominal examina 
tion we knew that an operative delivery would be neces 
sary and owing to the long labor since the rupture of the 
membranes, it was evident that a vaginal examination must 
be made before we decided upon a method for delivery. 
It was realized that an extraperitoneal cesarean section 
might be required. Accordingly she was taken to the oper- 
ating room and anesthetized with ether. 

On vaginal examination it was possible to break up the 
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impaction and cause the occiput to dip into the pelvis. I 
made a high application with the forceps and the delivery 
was accomplished without undue force. If the membranes 
had not been ruptured so long this would have been a 
proper case for version and extraction. However, this is 
typical of the group of patients where I still try a high for- 
ceps application. 


Case 4—A general practitioner called me and asked if I 
would help him with the delivery of a multiparous woman 
who had a face presentation with impaction at the brim of 
the pelvis. The woman was hospitalized and my examina- 
tion confirmed his diagnosis. Since the membranes had only 
been ruptured about four hours, version and extraction ap- 
peared to be the operation of choice. This was accomplished 
without difficulty. Forceps would have been of no value in 
this case and since there was no evidence of disproportion, 
I wished to avoid a cesarean section. 


Case 5—This woman had a face presentation in a favor- 
able position for delivery. However, the woman was quite 
exhausted when I saw her and seemed unable to push out 
the infant. Probably a small dose of pitocin would have 
added sufficient force to the contractions to accomplish de- 
livery, but I thought it more conservative to assist with the 
forceps. Contrary to the previous face presentation, version 
had no place in the management of this type of case. 


LT poy continues to be an important procedure 
in the management of dystocia. Everyone 
who does obstetrics should be able to do this opera- 
tion whenever it is believed to be safest for both 
mother and infant. It is not a proper substitute for 
normal labor. Skill in this operation can be ac- 
quired through repeated practice with the manikin 
and careful study of the many fine drawings shown 
in modern works on obstetrics, combined with 
supervised deliveries during residency training. 


The various steps may be found in the author's chapter on 
version and breech extraction in “Gynecology and Obstetrics,” 
published by the W. F. Prior Company. 
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Prefrontal Lobotomy in the Treatment of Pain 


WALTER FREEMAN* 


GEORGE WASHINGTON UNIVERSITY SCHOOL OF MEDICINE, WASHINGTON 


xe of the most troublesome problems we 

have to deal with at times is the question 

of uncontrollable pain. This pain can be of 
mental type, of physical type, or a combination of 
the two. Such pains do not respond to medical 
therapy; if they did, they would not be considered 
for surgery. They are not the type that yield to 
peripheral surgery, otherwise the neurosurgeon 
would not be called in. It stands to reason that if a 
patient has a broken leg, an acute appendix, or a 
strangulated hernia, such a condition is considered 
to warrant immediate surgical attention. However, 
the type of pain I am talking about is that which 
continues unabated after surgery. 

We have two patients here. Dr. Bunts of the 
Cleveland Clinic will present the first patient, who 
had a lobotomy for relief of postzoster neuralgia. 

bR. BUNTS: This woman, who is now 54 years of 
age, first came to Cleveland in 1924, at which time 
she had a thyroidectomy for hyperthyroidism by 
Dr. Crile, Sr. In October, 1943, she returned to the 
Clinic and told us that she had had shingles in the 
face, in the first and second divisions of the left 
trigeminal nerve. She appeared again in January, 
1944, and said that she still had persistent neural- 
gia in that region, a typical postherpetic neuralgia 
involving the first and second divisions of the left 
fifth cranial nerve. 

On January 27, 1944, intracranial section of the 
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sensory root of the left gasserian ganglion was car- 
ried out, and the patient obtained transient relief 
of pain. From time to time, however, she would 
return and say that she had pain on the right side 
of the head, and then on the left side; finally, after 
a period of about three years, she admitted that the 
pain was just as bad as it had been before. This 
pain persisted in spite of the fact that she was com- 
pletely anesthetic in the zone of distribution of the 
left trigeminal nerve. 

In April, 1947, we consulted with Dr. Williams 
of our neuropsychiatric staff and decided to try a 
prefrontal lobotomy for relief of pain; this was 
carried out on both sides on April 10, 1947. Three 
months after the operation, the patient stated that 
she was free of pain. We did not see her again 
until today, and she tells us that she has had no 
recurrence of pain, has gained 25 pounds, is able 
to do all her work, and feels in good general 
health. 

DR. FREEMAN: Thank you, Dr. Bunts. This pa- 
tient has three kinds of scars: first from a thy- 
roidectomy, second of zoster, and third, two little 
dimples which are the result of the surgical opera- 
tion. Do you have any sensations in that side of the 
face? 

PATIENT: No, I haven't. 

DR. FREEMAN: No pains at all? 

PATIENT: No pains at all. 

DR. FREEMAN: Not when I stick you? 

PATIENT: No. 

DR. FREEMAN: How about the other side when | 
stick you? 

PATIENT: Oh, yes! 

DR. FREEMAN: She is able to feel pain in the nor- 
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mal places. How about those ingrowing toenails? 

PATIENT: Don’t step on them! 

DR. FREEMAN: Thank you very much. 

In this case there was persistence of pain of a 
deep, burning, distressing type that so often fol- 
lows herpes zoster. The relief that has followed the 
lobotomy three years after the pain of the herpetic 
neuralgia began has been very satisfactory. 

The second patient presents a somewhat differ- 
ent problem, even more on the organic side. 1 am 
going to ask Dr. Parsons, who is intern at the 
Little Sisters of the Poor, to give a brief summary 
of his case. 

pr. PARSONS: This man has been at the County 
Nursing Home for the last two months following 
his last operation. About a year ago he started to 
complain of severe pain in the left tonsillar region, 
especially upon swallowing. Examination revealed 
a carcinomatous mass in the left tonsillar region, 
and extensive x-ray therapy was carried out. The 
pain persisted, however, and the patient required 
doses of morphine as large as 4 gr. every four 
hours for relief. 

In May 1948, Dr. Braden and Dr. Snyder re- 
viewed his case and decided that either a fifth 
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nerve rhizotomy or a ninth nerve rhizotomy 
should be done. Because the fifth nerve was more 
easily resected, this was done on May 8. The pain 
in the region of the fifth nerve was relieved, but 
the pain in his neck, lower part of his face, and left 
tonsillar region remained intractable. On May 14, 
Dr. Braden performed a bilateral prefrontal loboto- 
my. Following a period of disorientation, the pa- 
tient recovered very well and become quite tracta- 
ble. He has been in the nursing home for two 
months. He has some difficulty sometimes in find- 
ing the bathroom; on one occasion when he was 
reprimanded for this by the nurses, he took his 
lunch dishes and threw them on the floor. 

He asks for no relief of his pain, no morphine, 
and no codeine. If you ask him if he has pain, he 
says yes, he has pain morning, noon, and night 
over the whole left side of his body. 

DR. FREEMAN: Thank you, Dr. Parsons. (To the 
patient): Can you sit up on the edge of the bed 
now? Do you need any help? How about walk- 
ing? Will you tell us about this pain? Perfectly 
terrible, isn’t it? 

PATIENT: Yes. 

DR. FREEMAN: How much medicine are you tak- 
ing for it now? 

PATIENT: I don’t take any. 

DR. FREEMAN: Why don’t you ask for medicine 
Tell me another thing, do you know what is 
wrong with you? 

paTIENT: I think so. 

DR. FREEMAN: Do you know what you were oper- 
ated on for? 

PATIENT: Yes. 

DR. FREEMAN: What was it? Was it carcinoma of 
the larynx? Do you know what happens to people 
with that trouble? 

PATIENT: No, I don’t. 

DR. FREEMAN: You are going to get well, aren’t 
you? 

PATIENT: I hope so. 

DR. FREEMAN: Good for you! 

This man admits that he has constant pain, but 
he does not complain about it. He does not ask for 
sedatives or opiates, and seems to be relatively in- 
different to or uninterested in his prognosis. 
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| Lemar ean lobotomy for relief of pain is one of 
those by-products that is often as important as 
or more important than the original indications. 
Early in the course of my investigations with Dr. 
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Figure 1. Lateral roentgenogram of lobotomy in lower quadrants in plane of 
coronal suture and sphenoidal ridge, outlined by iodized oil. Pain of metastatic car- 
cinoma relieved. 


Watts, it was shown that patients who were com- 
plaining of severe pain in the course of a mental 
disorder could be relieved of their pain as well as 
of the mental disorder. 

I would like to illustrate these various aspects of 
lobotomy. We have here a dissection specimen 
which shows the relationship of the thalamus to 
the frontal lobe. These fibers run between the 
thalamus and the tip of the frontal lobe, as well as 
upward and downward. We have reason to believe 
that the fibers in the lower part of the frontal lobe 
have to do with visceral sensibility. 

In the standard lobotomy, a cut is made in the 
approximate location of the coronal suture to the 
sphenoidal ridge, and iodized oil is injected to 
show the location of the cut so that we can tell 
what we have accomplished (Figure 1). 

One patient came to us for relief of what we 
speak of as hypochondriasis or an agitated depres- 
sion. She had had pain in the back for twenty- 
eight years. She weighed 79 pounds and was quite 
helpless. We were quite certain that nothing could 
be accomplished by medical means, and she was 
not the type of person who would respond well to 
shock therapy, so prefrontal lobotomy was carried 
out nearly three years ago. One year after the 





operation, she had gained 4o pounds and was do- 
ing all her own housework. 

We could not find any definite reason for the 
pain in this patient. At the time of operation, 
which was carried out under local anesthesia, I 
recall placing my hand on her abdomen and it 
seemed to me I could feel most of the organs on 
the interior. There was a particular knot up in the 
region of the pylorus, freely movable, which stay- 
ed contracted practically throughout the operation. 
The patient complained bitterly of my hand rest- 
ing lightly on her abdomen. As the last cut was 
made the lump disappeared and so did the patient’s 
complaint. 

Another patient entered the hospital carrying 17 
bottles of proprietary drugs in her pocketbook. She 
said she didn’t have room in her purse to bring 
all of it. 

This patient had expressed her discontent with 
life in general, through her stomach and various 
other organs, for the past forty years. She was a 
typically dejected, agitated, sensitive, self-examin- 
ing sort of person who for years had run her own 
life in response to the bathroom. After prefrontal 
lobotomy, she immediately became a rather gay, 
uninhibited person and took out her aggressions 
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against other people instead of herself. Operation 
was performed three years ago, and she is no 
longer addicted to medicine. 

The two cases just described are somewhat dif- 
ferent from the average, and also different from 
those you have seen here today. 

One of our patients had carcinoma of the breast 
which had been treated by caustic pastes several 
years before introduction of satisfactory surgical 
technics. The pulsations of the heart could be seen 
through a thin cicatricial tissue, even the ribs hav- 
ing been partly destroyed. One shoulder was ele- 
vated, and there was a great deal of fibrosis and 
contracture. From repeated alcohol injections into 
the brachial plexus, there had developed a flail 
limb with terrific causalgia. This woman had spent 
six years in a chair, never being able to lie down 
in bed. The hand was purplish, dripping, and ex- 
quisitely painful in spite of the fact that it had 
been denervated on several occasions. 

Lobotomy in this patient was followed by mark- 
ed improvement in the symptomatology, and al- 
though she did not gain much weight due to the 
advanced carcinoma, she was quite relieved of her 
distress. The hand was still painful, the shoulder 
joint was still elevated and more or less frozen, but 
the patient was quite indifferent to it. 


[' is peculiar that these patients can feel pain, and 
they experience normal pain in the normal way. 
There is a question in my mind whether there 
may not be some difference between pain of viscer- 
al origin and pain of somatic origin, although I 
am not at all sure of it. 

I watched the deliveries of two women who had 
had lobotomies some years before. During the first 
stage they experienced the contractions of the uterus 
without any particular distress; in fact, they might 
screw up their faces and grunt a little bit when the 
contraction reached its maximum, but after that was 
over they smiled and chatted quite gaily. One of the 
women said she saw no use in staying in the hos- 
pital that night when she knew nothing was going 
to happen to her. At that time the os was dilated 
by three fingers. When the fetal head descended on 
the perineum, however, both women required anes- 
thetics in order to deliver the child satisfactorily. As 
long as it was only uterine contraction without 
stretching of the orifice, they did not seem to be 
concerned, but when it came to anything lacerative 
or stretching of the external structures, that was 


something else again. 

We had another illuminating example of this in 
a patient who had lobotomy for carcinoma of the 
larynx. It had been very extensive, with multiple 
resections and a lot of irradiation, and involve- 
ment of the cervical plexus and brachial plexus. 
This patient was in extreme agony and torment. 
Following lobotomy relief was very gratifying. On 
the third or fourth day, this patient developed a 
fecal impaction, and when the surgeon endeavored 
to break it up manually the patient gave all the 
usual evidences of pain. He squirmed and twisted 
and groaned and asked us to quit bothering him, 
but the moment it was over the complaint stopped. 

Therefore, we can say in addition to the possi- 
bility of a separation between visceral and somatic 
pain, there is also a separation of pain in its for- 
ward-looking aspects, that is, the fear of pain, and 
in its backward-looking aspects, the memory of 
pain. A person who has been through an extreme 
ly painful experience is exhausted by it. The two 
women I mentioned who went through childbirth 
thought it was nothing at all; they were sitting up, 
gaily chatting, the day after the baby was born, 
and went home on the fourth day. 

The reverberations of pain are damped; pain be- 
comes an experience rather than a threat. These 
patients can feel pain, they can experience pain; 
in fact, the threshold of pain, if anything, is lower- 
ed by lobotomy, but it does not have the power to 
hurt and grind its way into the personality, nor 
does it have the disturbing, distressing character 
that chronic pain usually has. That, I think, is a 
pretty important discovery. 

Another important factor to consider is what 
can be done to preserve the personality of the pa- 
tient even though we relieve his pain? Dr. Parsons 
described the ill-natured behavior of the patient 
with carcinoma of the tonsil. Fortunately, in the 
first patient presented, behavior has been exem- 
plary. Quite often in these cases there is a disturb- 
ing personal reaction which sometimes, in our 
experience, has required hospitalization. This is 
particularly true of patients who have had long 
experience with pain, for example, chronic tabetics 
who have been under drug treatment. We have 
tried by various partial sections to bring about a 
change in the pain without disturbing the person- 
ality. When incisions are made anteriorly in the 
frontal lobes, we are often able to relieve distress 
and at the same time permit satisfactory integra- 
tion of personality. 














PREFRONTAL LOBOTOMY IN TREATMENT OF 








PAIN: FREEMAN 





Figure 2. Lateral roentgenograms showing position of transorbital lobotomy. 
Dark shadows in the ventricles and subarachnoid spaces are due to air from a pre- 
liminary encephalogram. 


The transorbital route for performance of lo- 
botomy offers one means of satisfactorily relieving 
pain without disturbing the personality of the pa- 
tient. As you know, the major operation is done 
either from the top or from the side, but the 
orbital plate is easily broken through. It is quite 
unfortunate from the standpoint of surgical es- 
thetics that the only instrument that has the 
required toughness, strength, slenderness, and 
durability should so closely resemble the ordinary 
ice-pick. 

The instrument enters a sterile field, that is the 
conjunctival sac, and comes up through the orbital 
plate at a point that is distant from the sinuses, 
from any of the vessels, and penetrates the frontal 
lobe in a location that is more or less free from 
blood vessels. The roentgenograms in Figure 2 
show the location of the instrument. 


f pe operation does not require a full surgical 
outfit; it does not require the superb technic 
described by others. It can be done with a mini- 
mum of requirements as regards the use of a 
sharp-pointed instrument in a sterile field. It is 
over in ten minutes and the patient can go home 
the following day. If first attempts are not success- 
ful, further lesions in the brain can be produced 
which chip away at the disturbing complex of 





cells and fibers that underlies this chronic, recur- 
rent, vicious circle type of pain, the pain that con- 
tinues in spite of various peripheral measures and 
operations. Transorbital lobotomy is more success- 
ful in functional pain syndromes than in pain with 
organic disease. 

Lobotomy is to be considered in cases of pain 
only when no other procedure seems to give much 
hope of success. These include (1) those of recur- 
rent carcinoma, especially around the jaws, throat, 
and tongue where nerve operations will be unsuc- 
cessful; (2) cases of bilateral pain, so severe that 
very extensive resections might have to be done; 
(3) tabetic patients with severe pains in the legs 
in which even chordotomy often does not succeed; 
(4) postzoster neuralgia, as shown by Dr. Bunts, 
where satisfactory results cannot be obtained from 
nerve section because the lesion lies centrally (it 
is really an encephalitis in the brain stem itself 
that produces these pains); (5) in thalamic syn- 
drome where patients have strokes and then be- 
gin to complain of dreadful, tearing, burning pains 
that they cannot get rid of; (6) in cases of phan- 
tom limb pain where everything else has been tried 
and you are quite sure you would not be any more 
successful by doing multiple resections of the neu- 
roma or blocking the sympathetic nerve. 

These are the types of cases in which I urge 
your consideration, in the case of chronic pain, of 
the use of lobotomy. 
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Diseases of the Spleen 
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T SEEMED to me that it would be of interest to 
present to you some of our experiences with 
diseases of the spleen. Many of the men who 

are particularly interested in and concerned with 
hematologic problems have this whole situation 
very well clarified in their minds, but on the other 
hand, a set of conditions which have such compli- 
cated names as panhematocytopenia, various types 
of idiopathic thrombocytopenia, hemolytic anemia, 
spherocytic anemia, and various other things, is a 
little confusing. Since we have been interested in 
this subject and have now dealt with a good many 
splenic problems, if I could simplify the whole 
situation for you it would be of value so that you 
could have it well organized in your minds. It oc- 
curs to me that what I should do is to present to 
you the diseases in which splenectomy is of value, 
how they come about, what splenectomy probably 
does in the way of relieving them, and what one 
can expect in the way of end results; also, what to 
avoid so as to obtain good end results. 

To begin with, the spleen is not an easy organ 
to talk about because we do not really know what 
its functions are. I will discuss what happens when 
you take out the spleen, what the effects are on 
the various blood pictures, what the spleen does in 
the way of providing elements to the blood, and 
what some of the results are in connection with 
removal of the spleen for the hematologic diseases. 

I do not believe we need to discuss the lesions 
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related directly to the spleen, such as the traumas, 
because I have published a paper’ on this subject, 
although I do believe that we should never talk 
about splenic ruptures and splenic traumas with- 
out remembering that the forces transmitted to the 
hilum of the spleen are also transmitted to the 
hilum of the kidney, and that in every patient with 
a fractured spleen it is important to be sure that 
there is not an associated laceration of the kidney. 

It is perhaps unnecessary to discuss the wander- 
ing spleens, about which Irvin Abell wrote a very 
good paper. We have had one ptotic spleen with 
a twisted pedicle, and one does well to remember 
that the spleen literally has no ligaments, only 
ridges and folds of peritoneum which attach it 
quite satisfactorily to the posterior abdominal wall. 

Cysts are not difficult to manage. They are re- 
moved only when they are of sufficient size to 
interfere with function or to produce pressure. 

It is of interest that the spleen has escaped malig- 
nant disease as well as it has. Everyone who is in- 
terested in the spleen realizes that there must be 
either a mechanical factor having to do with the 
large blood supply and the rapid flow of blood 
through the spleen to prevent metastases to the 
spleen, or there is resistance that we do not know 
about, and immunity within the spleen, because 
metastases to the spleen are certainly unusual. 

The malignancies are limited to the lymphomas, 
to Hodgkin’s disease, and they are not of great 
significance in a discussion of whether we do or 
do not do splenectomy. 

I should like to call everyone’s attention to the 
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fact, as we have done in other writings on the 
subject, that splenectomy definitely adds to the 
radicalness of operations for carcinoma of the stom- 
ach. I would like to prophesy here that there will 
come a day in which we will seriously consider 
total gastrectomy for all cancers of the stomach. I 
realize that that is probably a very radical state- 
ment, but when we know that a recent paper re- 
ported from the Massachusetts General Hospital 
shows only a 7 per cent five-year nonrecurrence 
rate in cancer of the stomach and the recurrence 
rates are low everywhere, then we must, I believe, 
consider the possibility of increasing radicalness. 
The addition of splenectomy together with an 
omentumectomy certainly does increase the radi- 
calness of this procedure. 

We do well to remember also that splenectomy 
adds to exposure in some operations. For instance, 
if I wanted to make a direct approach to a left 
adrenal gland, I could think of no more direct 
method than to take the spleen out, because it gives 
such a complete exposure of the anterior surface 
of the adrenal gland to deal with through the left 
upper quadrant. 

So much for those conditions. I think if I try to 
clarify for you the blood conditions and then speak 
of so-called Banti’s disease or congestive spleno- 
megaly, we can clear this up so that everyone has 
it in his mind. 

One hears today the term hypersplenism. Hyper- 
splenism is a very poor term because it is not like 
hyperthyroidism; probably the effect of the spleen 
upon bone marrow is not due to an excess of any 
production of secretion in it, but a selective factor 
within the spleen which controls the two impor- 
tant things in the bone marrow, and they are the 
production of blood platelets and the production 
of granulocytes. 


IDIOPATHIC THROMBOCYTOPENIA 


The production of blood platelets must definite- 
ly be controlled in the spleen because the limited 
number of blood platelets that one sees in cases 
of idiopathic thrombocytopenia drops to levels of 
25,000 to 35,000 and following splenectomy it has 
been seen, in everyone’s experience, to jump to 
350,000 by the next day. It is definitely demon- 
strable that this is not due to any abnormality of 
the megakaryocytes within the bone marrow from 
which the blood platelets come, because studies 
show the megakaryocytes in excellent condition, 
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but undoubtedly it is depressed by this factor 
which resides in the spleen, which is done away 
with when splenectomy is carried out. The first 
blood dyscrasia that we can speak about, then, is 
idiopathic thrombocytopenia. 

This result is one of the most dramatic that one 
sees in the surgery of the spleen. It is perhaps not 
the best, but when a patient can have his blood 
platelets jumped from 35,000 today to 150,000 or 
250,000 tomorrow, then you can really accomplish 
something. 


HAT about the disease in terms of selection? 

The errors that will be made in applying 
splenectomy to idiopathic thrombocytopenia will 
be related to whether or not it is truly idiopathic. 
It will require the services of a good hematologist 
to determine that it is truly idiopathic, and that it 
is not due to drugs or to some other cause, because 
if splenectomies are done in the types of thrombo- 
cytopenias that are not truly idiopathic, these strik- 
ing and gratifying results will not be obtained. If 
splenectomy does not improve these patients, one 
of two things is true; either the thrombocytopenia 
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was not primary or an accessory spleen was left to 
continue the splenic effect. 


PRIMARY IDIOPATHIC NEUTROPENIA 


Next, we will speak of one of the blood states 
that has been described only within recent years, 
and that is primary idiopathic neutropenia. We 
know that there resides in the spleen another fac- 
tor which is capable of depressing the portion of 
the bone marrow which produces white cells and 
this is known as primary neutropenia. 

Splenectomy results equally well in an immedi- 
ate improvement in the production of granulocytes 
when it is truly idiopathic in origin because, by the 
removal of the spleen, as with idiopathic thrombo- 
cytopenia, the factor is removed that depresses the 
production of granulocytes within bone marrow. 

So we have here the two outstanding examples 
of splenic effects upon bone marrow: depression, 
on the one hand, of the megakaryocytes that pro- 
duce the blood platelets, and depression, on the 
other hand, of that portion of the bone marrow 
that produces granulocytes. 

We come now to the blood states improved by 
splenectomy which in terms of the best results 
should be first, and they are familial jaundice, 
spherocytic anemia, or hemolytic anemia. The pa- 
tients who have primary or idiopathic hemolytic 
anemia are those born with atypical, abnormal red 
cells; they are born with red cells which are small, 
thick, friable, and fragile. A characteristic feature 
of hemolytic or spherocytic anemia is fragility of 
the red cells. These are the so-called spherocytes, 
and it is of interest that even though these patients 
are cured by splenectomy of the anemia which 
goes with the so-called hemolytic anemia or sphero- 
cytic anemia, the spherocytes still persist. 

What is the principle of the anemia which oc- 
curs with a hemolytic anemia of a primary or idio- 
pathic variety? It is that these spherocytes, these 
atypical red cells, are broken down by the reticulo- 
endotheliai system in the spleen and because they 
are sensitive to destruction, that is the cause of the 
secondary anemia brought about by the reticulo- 
endothelial system in the spleen. Removal of the 
spleen with its large reticulo-endothelial system 
permits the red blood cells not to be destroyed and 
the anemia not to result. 

Let us divide these into three groups: (1) the 
splenectomies which are done for trauma, tumor, 
and wandering spleen; (2) the splenectomies 
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which are done for blood dyscrasias; (a) the 
thrombocytopenias, in which we take the splenic 
effect off the megakaryocytes and get blood plate- 
lets, (b) the neutropenias, in which we remove the 
factor which depresses the bone marrow and pre- 
vents production of granulocytes; and (3) the 
splenectomies which are done for the hemolytic 
anemias which are characterized by the sphero- 
cytes, the atypical red cells which are so easily de- 
stroyed by the reticulo-endothelial system within 
the spleen. 


PANHEMATOCYTOPENIA 


N° we come to a subgroup that I think is one 
of the most interesting of all the groups; that 
is the one with the high-sounding name, which is 
meant only to be an inclusive term, panhemato- 
cytopenia. What does that mean? It means that all 
these three lesions can be present in one patient. 
They can have the splenism, the hypersplenism, 
so-called, that depresses the megakaryocytes so that 
blood platelets will not be produced; they can have 
the hypersplenism that depresses the bone marrow 
so that it will not produce granulocytes; and they 
can have the effect upon the reticulo-endothelial 
system that will destroy red cells and produce the 
hemolytic anemia that goes with the so-called 
familial jaundice. 

What brings it about? This splenic effect can 
be primary, that is, of idiopathic origin; it will pro- 
duce in one patient all these three things. It will 
produce purpura; it will produce an abnormally 
low number of white cells—2,000; or it will pro- 
duce the secondary anemia of so-called hemolytic 
anemia. That is the primary or idiopathic pan- 
hematocytopenia. 

I think one of the most interesting things, one 
of the things we must all have in mind, is that a 
tumor of the spleen from any cause can produce 
panhematocytopenia. It is the secondary effect of 
the tumor upon the spleen that can make the 
spleen take on this function of depressing the bone 
marrow in terms of platelets, white cells, or de- 
stroying red cells so that there is a true hemolytic 
anemia, and so, as the result of the tumor, all three 
splenic effects. 

Hodgkin’s disease or Gaucher’s disease that in- 
vades the spleen can produce this secondary blood 
picture. This panhematocytopenic effect may re- 
sult from the extreme enlargement that goes with 
congestive splenomegaly. When the spleen is re- 
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moved, even though the disease, that is Hodgkin’s 
disease, may not be cured, the patient is relieved at 
least temporarily of all this blood picture just as 
though it were a primary type of disease. 


CONGESTIVE SPLENOMEGALY 


or let us go to the last one, the splenic states, 
that has been a confused picture. That is 
Banti’s disease or the enlarged spleen with second- 
ary anemia, so-called congestive splenomegaly. 
Congestive splenomegaly, or Banti’s disease, can 
really be divided into three stages: (1) enlarge- 
ment of the spleen with diminution in the white 
cells, (2) enlargement of the spleen and ascites, 
and (3) an enlarged spleen with ascites and varices. 

It does not do much good to operate on these 
patients except in the early stages, and I believe we 
have gone too far in saying that splenectomy for 
congestive splenomegaly is without value. We feel 
very strongly that since this operation of splenec- 
tomy has such a low mortality, certainly in the 
early stages of congestive splenomegaly it is advis- 
able. We have done splenectomy in 83 cases with 
2 deaths, and both deaths occurred in patients who 
were in the third stage of Banti’s disease when 
operation should not have been done. No deaths 
have occurred in any of the blood dyscrasias. We 
have done splenectomies on 14 patients with con- 
gestive splenomegaly for bleeding and in a follow- 
up of these cases, averaging twenty-six months, 9 
patients have not bled again. 

Still another aspect of splenic disease of which 
I would like to speak is the enlarged spleen which 
persists over a period of years without any other 
signs. We feel that when this occurs in a region 
where infection, malaria, and other things that pro- 
duce secondary enlargement of the spleen are not 
common, then such a spleen—if the patient is in 
good condition and if all other causes have been 
ruled out—can reasonably be removed. I realize 
that this will be interpreted as a little radical but 
when it is appreciated that in 83 splenectomies 
done for all types of blood diseases, as already 
stated, there have been but 2 fatalities and those in 
the late stage of Banti’s disease, it can be said that 
the operation of splenectomy, when not in the late 
stages of Banti’s disease, is a safe procedure. Fur- 
thermore, it can be said that splenectomy has no 
undesirable effects on the blood picture or upon 
the patient’s general health. For that reason we be- 
lieve that in experienced hands it can be applied in 





the splenomegalies without symptoms. 

We believe that this operation is justifiable be- 
cause if the spleen is large, secondary splenic ef- 
fects such as panhematocytopenia can occur; it can 
be an early stage of Banti’s disease; it can be tumor 
formation; it gives one an opportunity to do a 
pathologic examination of the spleen, and we be- 
lieve that it protects the patient justifiably against 
secondary, possible later effects. 


FUNCTIONS OF THE SPLEEN 


What are the functions of the spleen? It is large- 
ly related to the reticulo-endothelial system. It is a 
reservoir for blood. Probably around 20 to 25 per 
cent of the entire circulation can be taken up by 
the spleen. It is a blood-forming element in the 
embryo and the adult. It inhibits, as we have al- 
ready said, the action of the bone marrow. It pro- 
duces blood destruction and it produces antibodies. 

What are the effects of splenectomy in the nor- 
mal patient? From the practical point of view 
there are none, but the immediate effect is an 
anemia of short duration, a leukocytosis up to 
30,000, an eosinophilia, outpouring of immature 
and abnormal red cells, target cells, reticulocytes, 
basophilic cells, and Howell-Jolly bodies, and an 
increased number of platelets. 

The spleen produces young lymphocytes and 
monocytes. It has this inhibitory effect upon bone 
marrow in order that there may not be an exces- 
sive production of granulocytes or an excessive 
production of platelets. It removes by phagocytosis 
fragmented red blood cells, and it is when this be- 
comes excessive that it produces the hemolytic 
anemias that go with the idiopathic type of familial 
jaundice. The spleen forms globin, hemosiderin, 
and bilirubin. 

It is of interest, I think, to realize what the an- 
cients thought about the spleen. Hardly ever can 
one read an article about the spleen without read- 
ing the fact that the ancients used to take the 
spleen out of their runners in order that they 
would have more endurance. Anyone who has be- 
come tired from excessive running has had pain 
under his left hypochondrium which is very likely 
due to stretching the capsule of the spleen from 
accumulation of a large amount of blood in it. 


INDICATIONS FOR SPLENECTOMY 


Here again, to put down graphically for you the 











indications for splenectomy, we have rupture of 
the spleen, wandering spleen, primary splenic 
tumors, which are rare, and as an aid to exposure. 

In Group 2 we have congenital hemolytic ane- 
mia and acquired hemolytic anemia. The latter 
must be in very selected cases. The acquired type 
of hemolytic anemia can now be separated more 
satisfactorily than it could by means of the so- 
called Coombs’ serum, which has been written about 
by Castle and his associates in Boston, by means 
of which it is hoped that we will be able at least 
to be aided in separating the acquired hemolytic 
anemias from the congenital or idiopathic type; 
it is in the congenital or idiopathic type that we get 
the best results (of 20 patients, go per cent were 
completely cured of the anemia and 10 per cent 
were markedly improved) and in the acquired 
type the poorest results (of 6 patients only 1 ob- 
tained an excellent result). 

In cases of idiopathic thrombocytopenic pur- 
pura, the results of splenectomy are excellent. 

Idiopathic neutropenia is another form of hyper- 
splenism in which the balance between bone mar- 
row and spleen is upset and the granulocytes are 
affected. 

In primary splenic panhematocytopenia all three 
of these conditions (neutropenia, anemia, and 
thrombocytopenia) occur in one patient. 

Secondary splenic panhematocytopenia is brought 
about by any enlargement of the spleen, including 
the enlargement which goes with Banti’s disease. 

In Group 3 are placed the congestive spleno- 
megalies in selected cases, that is from Groups 1 
and 2, the splenomegalies of unknown origin after 
a careful study has been made. 


RESULIS OF SPLENECTOMY 


r the 83 cases the results were as follows: There 
QO were 20 cases of congenital hemolytic anemia; 
good results were obtained in 18 and 2 could not 
be followed. Of 17 cases of idiopathic thrombo- 
cytopenia good results were obtained in 13, poor 
results in 3, and 1 was not followed. Probably the 
poor results in the 3 cases were because of poor 
selection. Of 6 cases of acquired hemolytic anemia, 
only 1 patient had a good result. Of 7 cases of pan- 
hematocytopenia, good results were obtained in 5 
and fair results in 2. 

I think the cases of congestive splenomegalies are 
interesting in view of the fact that we have become 
quite pessimistic about the value of splenectomy 
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in this condition. There were 25 cases; good re- 
sults were obtained in 17, fair results in 3, there 
were only 2 failures and no follow-up was avail- 
able in 1 case. There were 2 deaths, the only deaths 
in the entire series. 

The results of splenectomy in idiopathic throm- 
bocytopenia can be graphically shown in 16 cases, 
with a rapid rise of platelets in 11, a slow rise of 
platelets in 2, and a recurrence in one month to 
three years in only 3. 

An example of splenectomy in thrombocytopenia 
is shown in the following case: The red blood cells 
are practically unchanged; the hemoglobin is un- 
changed, but there is the prompt rise in platelets 
from 25,000 to 474,000, and the bleeding time is 
changed from one hour and twelve minutes to 
three minutes. That is a striking effect. 

To demonstrate again what happens in splenec- 
tomy in a case of congenital hemolytic anemia, it 
is the destruction of the abnormal red cells that 
brings this about. In one such case the red blood 
cells were 3,470,000 before operation and 5,000,000 
after operation. The hemoglobin was 9 gm. before 
operation and 15 gm. after operation. This is the 
typical rise that one would expect when a good 
effect is to be obtained from splenectomy. 

The effect of splenectomy in a case of panhem- 
atocytopenia, that is, the occurrence of the three 
blood dyscrasia factors in one patient, is as follows: 
The patient had a secondary anemia and his red 
cells went from 1,890,000 to 4,270,000 following 
splenectomy, the hemoglobin from 6.3 to 12 gm., 
the hematocrit from 19.5 to 38; the white blood 
cells jumped from 3,000 to 7,700, the platelets from 
125,000 to 331,000, and the neutrophils from 39 per 
cent to 55 per cent. Therefore, as a result of sple- 
nectomy, the three beneficial effects are shown in 
one patient. 

Why should splenectomy be of value in these 
patients with congestive splenomegaly? In a pa- 
tient with a congestive splenomegaly, the venous 
system, the portal vein, the portal system, the liver, 
the splenic vein, and the splenic tributaries are in- 
volved. It is demonstrated beyond any doubt that 
by means of splenectomy from 20 to 25 per cent 
of the portal blood can be removed from the portal 
circulation. 

Hemorrhage may occur from esophageal varices 
in patients with congestive splenomegaly before 
and after splenectomy. Of a total of 25 patients 
with congestive splenomegaly, 14 bled preopera- 
tively. Of these 14 cases 12 were followed post- 
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operatively. The average follow-up was twenty-six 
months. Three had recurrent hemorrhage and 9 
had no recurrence of hemorrhage. I believe if we 
can get the patients with congestive splenomegaly 
early enough, it is of value to do splenectomy. 

One must know when not to do splenectomy as 
well as when to do it. It is not of value in agno- 
genic myeloid metaplasia, polycythemia vera, 
Mediterranean anemia, sickle cell anemia, leu- 
kemia, lymphoblastoma, Hodgkin’s disease with 
rare exceptions when the splenic effect has pro- 
duced a panhematocytopenia, chronic infection, 
and chronic malaria. 


fb technical approach to these problems in 
splenectomy is important. Particularly in the 
advanced stage of congestive splenomegaly, there 
will be perisplenic adhesions, many of which be- 
come very actively vascularized and make splenec- 
tomy in that condition extremely hazardous. In the 
patients who are in extremis, preliminary ligation 
of the splenic artery will make the operation sim- 
pler and many times it will be inadvisable to do 
more than this. 

In the patients whe are operated on for trauma, 
there is a rough, rapid, and effective way of re- 
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moving the spleen, and that is to put one’s hand 
into the upper quadrant, break away the peritoneal 
attachment, turn the spleen forward, wipe the tail 
of the pancreas off, and clamp the pedicle. This 
saves blood in patients who are operated on during 
acute stages, and while it is inelegant, is the most 
rapid of all. 

Finally, the deliberate, accurate approach to the 
spleen in those patients who are not in extremis, is 
the most satisfactory method of doing splenec- 
tomy. The lesser peritoneal cavity is opened, the 
tail of the pancreas is visualized, and the splenic 
vessels as they enter the spleen are carefully iso- 
lated and tied either as a mass or individually. 

In closing, let me beg one thing of you, and that 
is that once the diagnosis of these splenic diseases 
is made—that is, any one of these three blood 
dyscrasias or congestive splenomegaly—the opera- 
tion should be done promptly. Why? This chronic 
state of splenic disease can change into an acute 
one. One can have an acute episode that makes the 
splenectomy extremely hazardous as a procedure, 
and once one’s mind is made up that this is a suit- 
able case for splenectomy, the operation should be 
done without delay rather than wait until the pa- 
tient does get into an acute stage or phase when 
the mortality will be infinitely higher. 


CONNECTICUT HOSPITAL FOR ALCOHOLICS 


“pitot” hospital will be erected this year at Hartford, Connecticut, by the Connecticut Commis- 
sion on Alcoholism in an experiment to determine what the state can do to rehabilitate its 


chronic alcoholics. 


The new structure, for which $551,943 has been allocated by the state, will have accommoda- 
tions for 50 bed patients and an outpatient department equipped to serve 400 patients annually. 

Half the beds will be assigned to voluntary patients seeking help to overcome their drinking 
problems. The other half will be devoted to an entirely different type of problem drinker—the chronic 
alcoholic who has not responded to rehabilitative efforts and who has been in court repeatedly. 

Treatment at the hospital will embrace all available methods, with full medical, psychiatric, 
nursing, and social work services. Through the experiment of this hospital, the commission plans to 
evaluate therapeutic technics and indicate what sort of facility the state should provide for its total 


need for rehabilitation of alcoholics. 
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E sTILL have little knowledge regarding 

the causative factors in gout; it is a 

malady of unknown etiology. For want 
of a better descriptive term we say it is a metabolic 
disease; most conditions, I guess, are metabolic. 
Gout does have one or two characteristic features 
associated with a disturbance of uric acid metabo- 
lism. Although not much progress has been made 
for many centuries in our understanding of the 
disease, our newer technics, particularly in regard 
to heavy nitrogen and the use of stable isotopes, 
may help us to find out a little more about this 
interesting condition. 


ASSOCIATED DISEASES 


There are certain diseases with which gout is as- 
sociated. I do not believe that for your practice or 
for mine they are significant, and will make only 
brief mention of them here. There is no known 
association in the group of cases I have seen with 
lead intoxication. There is a very low incidental 
relationship between pernicious anemia, poly- 
cythemia, or leukemia and gout. These are con- 
ditions in which there may be an increased forma- 
tion of uric acid. If the increased formation of uric 
acid in the blood dyscrasias continues for a period 
of time, in other words if the disease is of slow 
progression, there may be a sufficient increase in 
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the concentration of uric acid in the serum and 
body fluids to cause deposition of this substance in 
the joints and the periarticular spaces. Under such 
conditions, you might get something that stimu- 
lates acute attacks of gouty arthritis. 

There may be premature sclerosis of the vessels 
throughout the body. As a rule, however, this pre- 
mature sclerosis is of the large calcified plaque 
type, not the arteriolar type, and we do not as a 
rule see a higher incidence of coronary heart dis- 
ease or of malignant nephrosclerosis in patients 
with gout than in a similar group of nongouty 
patients. 


RENAL DISEASE 


The most important complication of gout is a 
condition which I believe to be an integral part of 
the malady; that is renal disease. We observe renal 
disease in varying stages in a high percentage of 
gouty patients. We frequently encounter patients 
who come to us with a history of albuminuria 
prior to the first joint attack. In many patients, 
studies of the urine by determination of the al- 
bumin content, presence of cells or casts, a PsP 
test, or a specific gravity test will reveal evidence 
of renal disease. Each of these tests can be carried 
out in the office; you do not have to resort to the 
urea clearance or the glomerular infiltration pro- 
cedures to get the information helpful for diag- 
nosis of this aspect of the disease. A certain 
percentage of patients will have severe renal in- 
sufficiency as a late complication of gouty arthritis; 
in other instances, their life is ended prematurely 
because of renal disease. 

Pathologically there is no characteristic pattern. 
Sometimes you see a sclerotic kidney; at other 
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Figure 1. Advanced 
stages of gouty arthri- 
tis. The large swell- 
ings are masses of so- 
dium urate. There is 
a discharging sinus of 
the fifth toe of the 
right foot. 


times it is a kidney associated with infection, 
pyelonephrosis. We have seen one or two amyloid 
kidneys. Thus, while there is no characteristic 
morphologic pattern, undoubtedly the kidney in a 
patient with gout is susceptible to infectious and 
chronic degenerative changes, and as far as prog- 
nosis is concerned, this is our most serious problem. 
I think we can say that patients with gout do 
not die of their joint disease. We have seen an oc- 
casional patient (no more than 3 or 4 per cent) 
who becomes an arthritic cripple. In the majority 
of cases, however, the disease does not involve a 
suficient number of joints to cause the patient to 
become what is referred to as an arthritic cripple. 
The kidney is the vulnerable organ, and from 30 
to 50 per cent of our patients either die of renal 
disease or die prematurely of renal disease. 


\ \ 7 have a patient who demonstrates certain 

clinical characteristics of the disease. He is 49 
years of age, and has had symptoms for ten years. 
A great majority of our patients have their first 
attack of acute arthritis in their twenties, thirties, 
or early forties. On the other hand, we have seen 
an occasional patient, and verified the diagnosis, 
in whom we feel very certain the first attack oc- 
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curred: before the age of 10. These patients are few 
and far between and their disease is fairly progres- 
sive and runs a downhill course. Some patients 
have only an occasional attack and look upon their 
disease as a curiosity but in most cases it is a seri- 
ous condition. 

This patient had his first attack at about the age 
of 40. I neglected to inquire whether he has a fam- 
ily history of this condition. This is fairly impor- 
tant. (To the patient): Do you have any uncles 
or aunts, cousins, brothers or sisters who have had 
gout? 

PATIENT: No. 

pr. TALBOTT: In a high percentage of cases the 
patient will say no when you ask that question. 
That does not mean, however, that there may not 
be a positive history for gout. 

We became interested in the familial aspects of 
gouty arthritis, and investigated several families. 
We found that the familial incidence is not as low 
as one would assume from questioning of pa- 
tients; sometimes it is as high as 75 per cent. In 
addition, we found certain members of the family 
who had no history of joint disease, no x-ray 
changes, nothing to suggest gout except possibly 
two features: they are in a gouty family, and they 
have an increased concentration of uric acid, inde- 
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Figure 2. Tophus in the helix of the ear. 


pendent of any demonstrable changes in the joints. 
In two or three instances we have found that sub- 
sequently—and by subsequently I mean five or 
more years later—they have had an acute attack of 
gouty arthritis. 

This observation leads us to one phase of pre- 
ventive medicine. To be sure, it concerns only a 
small number of persons, but wherever possible we 
should do something about preventive medicine, 
whether incidence of the disease is high or low. 
If we consider that this is a familial disease, and if 
we are interested in getting uric acid determina- 
tions on all relatives of gouty patients, we will be 
able to do something about prevention. We sug- 
gest to all gouty patients that they bring their 
children, brothers, sisters, uncles, and aunts in for 
serum determination of uric acid. Those with a 
high uric acid level are carefully watched for 
future developments. 


HE patient we have here represents a fairly 

mild form of the disease. He has symptoms, 
but he is not an arthritic cripple. If he had had 
rheumatoid arthritis for a comparable period of 
time, he might certainly be more seriously afflicted 
than he is. 

X-ray studies of his hands and feet are not 
characteristic of gouty arthritis. That is not un- 
usual, since typical x-ray changes are often not seen 
until fifteen or twenty years after the first attack. 
Absence of a characteristic x-ray picture should not 
deter us from making the diagnosis of gouty ar- 
thritis, providing, of course, that it is not typical of 
any other bone or joint disturbance. 

We find in this instance that the x-ray inter- 
pretation was that of osteoarthritis. This is not sur- 
prising, since many of us as we grow older may 
have several of the characteristic changes of osteo- 
arthritis. I would assume that in this case the pa- 
tient has gouty arthritis with some of the x-ray 
changes of osteoarthritis. 

In other patients you may observe what the 
roentgenologist prefers to call mixed arthritis. 1 do 
not like this term. If the patient has typical rheu- 
matoid arthritis as well as gout, a combination 
seen from time to time, or if he has one or two 
joints typical of osteoarthritis as well as gout, I 
prefer to call it a combination of two unrelated 
joint diseases. Usually after a patient has had gout 
for a good many years he shows the characteristic 
x-ray changes associated with gouty arthritis. 

What about his occupation? The patient has had 
no association with anything that we feel is re- 
sponsible for his gout. I am referring particularly 
to bartenders, who are supposed to be susceptible 
to the disease. In questioning this patient I was 
pretty certain he would tell me that he had had a 
fair intake of red wine over a period of years, but 
he stated that he has had no wine nor whiskey. 
We do not feel there is any association between 
intake of alcoholic beverages and gouty arthritis. 

Furthermore, we feel that this is not a disease 
of any one social level. During the depression years 
in Boston when we first became interested in this 
disease, we obtained practically all of our patients 
from the lower West End on Beacon Hill. We did 
not believe that an inadequate diet influenced the 
onset of the arthritis in any significant manner or 
had very much to do with the progress of the dis- 
ease. At the other end of the social scale we find an 
occasional patient who is able these days to pro- 
vide himself with a beefsteak dinner occasionally. 
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Figure 3. Tophi in 
the head of the hu 
merus. There is a 
large soft tissue be 
tween the upper ar 
rows which is only 
vaguely apparent. 


Figure 4. Large 
tophus in olecronon 
bursa. A discharging 
sinus which appears 
to be covered by a 
white plaque which 
drained at intervals. 


Physical examination of the patient presented palpable about the joints or in the periarticular 
here today reveals no aural tophi in spite of the surfaces in other parts of the body; you may find 
fact that he has had the disease for about ten years. an aural tophus, and next year it may be gone. If 
A tophus on the ear is unlike the tophi that are you find a presumptive tophus in another part of 
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Figure 5. Urate crystals removed from a tophus and 
viewed under a microscope without special prepara- 
tion. 


the body, however, and it is a true tophus, it will 
remain or enlarge until it is removed surgically. 
Heberden’s nodes on the terminal phalangeal joints 
that have become acute may have some of the 
characteristics of an acute gouty tophus, but if the 
node has disappeared in three months from now 
we say: “Was that gout or wasn’t it?” A gouty 
tophus might become inflamed but it will not sub- 
side as does an acute Heberden’s node. 

Our patient has a tophus on the elbow. At pres- 
ent it is relatively soft except in the center where 
there is a hard mass about 2 cm. in diameter. I 
believe that if we were to remove this tophus, we 
would find some urate crystals. 


be leads me to my next point. I said “if we 
were to remove the tophus.” The diagnosis of 
various types of joint disease may be fairly difficult 
in some cases, and we should make every attempt 
to establish a diagnosis of gouty arthritis. Except 
in classical cases of rheumatoid arthritis, gout, 


osteoarthritis, or infectious arthritis (many of us 
do not like to use the term), patients with joint 
disease are not readily placed in any characteristic 
category. Therefore, we should not hesitate in 
taking a biopsy of a node near a joint any more 
than we would hesitate in taking a biopsy of a 
lymph node if we did not know what it was and 
suspected a malignant process. 

In young patients rheumatic nodules are fre- 
quently seen, but occasionally a young person may 
have an attack of gouty arthritis, and if nodes are 
present, we would want to know whether this is a 
nodule of rheumatic fever or a gouty tophus. 

The nodules in rheumatoid arthritis may be 
larger than in rheumatic fever but the location 
may be the same. In this patient, if you are inter- 
ested only in location, this nodule on his elbow 
could be either a nodule of rheumatoid arthritis, a 
nodule of rheumatic fever or a gouty tophus. 

He has two or three nodules on his Achilles’ 
tendon; this almost gives the diagnosis away. We 
do not usually see nodules of rheumatic fever or 
rheumatoid arthritis in this location. I feel certain 
that if we removed either the tophus from his el- 
bow or took a biopsy of the nodule on his Achilles’ 
tendon, we would find it contains sodium urate. 

The first important factor in establishing the 
diagnosis of gouty arthritis is the characteristic 
acute attack, of sudden onset and with all the car- 
dinal signs of inflammation—redness, tenderness, 
swelling, and heat. A septic joint may be confused 
with an acute attack of gouty arthritis, and cau- 
tion must be taken before surgery or even anti- 
biotic therapy is instituted in what appears to be 
a septic joint; it may well be a gouty joint. 

In order of frequency, the joints most commonly 
affected in gout are: (1) the joints of the feet, 
specifically those of the great toes; (2) the hands; 
(3) ankles, knees, and elbows; (4) the less com- 
mon joints, the shoulders, sacroiliac, vertebral col- 
umn, sternoclaviculars, etc. As a rule, involvement 
of the less common joints indicates that the patient 
has had many attacks of gouty arthritis. We have 
autopsy specimens of essentially every joint in the 
body, for instance the temporomandibular joints, 
having been involved in an acute attack of gouty 
arthritis; at least on examination the cartilaginous 
surface of the joint is covered with urate crystals. 
An acute attack may be monoarticular or poly- 
articular. 

Family history may be helpful in diagnosis. The 
patient’s age likewise can be characteristic. Inci- 
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Figure 6. Multiple 
osseous tophi and 
subcutaneous tophi in 
a patient who has had 
gouty arthritis for 
many years. 


dence of the disease in males and females is about 
20 to 1, and you should be wary of making a diag- 
nosis of gouty arthritis in a female 

During the first attack you do not find tophi or 
evidence of chronic joint disease. X-ray changes do 
not appear until later in the course of the disease. 
A diagnosis of gout is not made initially or early 
in the disease with x-ray changes; it is made later 
with or without characteristic x-ray changes. 

Concentration of uric acid in the serum is most 
important. One of the features that classify this as 
a metabolic dyscrasia is an increased concentra- 
tion of uric acid. Unfortunately, this determina- 
tion is not as simple to perform in the laboratory 
as is a blood urea or a blood glucose. I am con- 
fident that your laboratory will have to set up its 
standards for the normal range and for the gouty 
range. I can give you some figures but I am not 
convinced that these will apply to your laboratory. 
It is important, however, to perform the deter- 
mination on serum rather than on whole blood. 
In this way you will find that results will fall into 
line better. In our laboratory the level is about 1.5 
to 2 mg. per 100 cc. higher in serum than in whole 
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Figure 7. Osseous tophi in the joints. 
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Figure 8. Multiple osseous tophi in the hands of a 
patient who had his first attack of acute gout nearly 
twenty years previously. 


blood; therefore, the upper limit of normal for 
serum urate is approximately 5 mg. per 100 cc. The 
lower limit for gouty patients is around 6. The 
majority of patients in our experience who have 
gout will have a serum uric acid above 6 mg. ir- 
respective of the stage of the disease and presence 
of joint symptoms. 

Colchicine is helpful as a diagnostic procedure 
as well as a therapeutic tool. Let us not confuse 
colchicine with cinchophen. If you have an acute 
joint and are not certain about the etiology, you 
should not hesitate in giving a course of colchicine. 
If a patient has a septic joint, an acute Heberden’s 
node, an acute swelling from rheumatoid arthritis 
or rheumatic fever, colchicine is not of any value. 
As nearly as we can determine, it has no effect on 
any joint except the acute joint of gouty arthritis. 
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Figure 9. X-ray of hand taken three years later. 


few are the diagnostic criteria of value at the 
time of the first attack. The disease varies 
markedly among patients; they may have several 
attacks during a year, one attack each year, or one 
every few years. In most cases, however, it is quite 
some time before tophi are observed, evidence of 
x-ray changes is noted, and chronic deforming 
changes develop in one or more joints. If a tophus 
develops it should be biopsied and examined path- 
ologically. In the case of an aural tophus, a small 
amount of the white crystalline material should 
be aspirated with a hypodermic needle, and ex- 
amined under the microscope for the needles or 
uric acid crystals. 


TREATMENT DURING THE ACUTE ATTACK 


Bed rest is necessary in most cases during the 
acute attack, especially when one or more joints 
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Figure 10. Advanced osseous changes in a patient 
who has had gout for more than twenty years. 


of the lower extremities is involved. A cradle or 
board at the foot of the bed to protect the affected 
extremity from the covers is helpful. 

Fever, leukocytosis, and an increased sedimenta- 
tion rate do not necessarily mean that the patient 
has a septic joint; it could be an attack of gouty 
arthritis. 

An adequate fluid intake is important during 
the acute attack as well as during the interval 
period because the fluids aid in excretion of uric 
acid. Sedatives should be used; we never use opi- 
ates, however, because we do not feel they con- 
tribute very much. Salicylates are of great help in 
acute joint conditions, not because of their effect 
upon uric acid excretion but because of their anal- 
gesic effect upon joints. 

The most important drug in the treatment of 
the acute attack is colchicine. We do not use the 
wine or tincture of colchicine, but the crystalline 
preparation. Many physicians confuse colchicine 
with cinchophen or do not know the method for 
its proper use. It should be given as a preparation 
without salicylates or any other drug added. 

Colchicine is available in 0.5 or 0.6 mg. tablets, 
1/100 or 1/120 gr., and should be given more fre- 
quently than it usually is. It is not sufficient to give 
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Figure 11. Extensive osseous and subcutaneous tophi 
in the knee. 


one pill three or four times a day during an acute 
attack; one tablet should be given every hour or 
two every two hours, until gastrointestinal symp- 
toms develop. A gastric sedative should be given 
every two or three hours thereafter. 


THE INTERVAL PERIOD 


The patient with gout is going to spend about 
gg per cent of his time in the interval period be- 
tween attacks. What diet should be prescribed for 
this period? I think that during the next two or 
three years we are going to find out more about 
this subject. I feel that use of a low purine diet is 
helpful, but I do not think it is obligatory. We al- 
low our patients an average intake of proteins, 
fats, and carbohydrate every day. We give them 
colchicine intermittently, maybe one or two tablets 
a week, or one pill every day in some cases. A high 
fluid intake is very important because it aids in 
the excretion of uric acid and minimizes the 
chance of kidney involvement. 

In summary, then, we may say that gout is a 
chronic disease that may be diagnosed early. Treat- 
ment is usually reassuring and unless the patient 
succumbs to renal insufficiency, he may never be- 
come a serious medical problem. 
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SELECTION OF PATIENTS AND OPERATIONS FOR 
MALIGNANT LESIONS 
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y suByEcT has to do with some of the fac- 
tors which influence a surgeon as to what 
type of operation to do. 

The one figure which I present is included sim- 


of the abdominal part of the colon and of the 
rectum (Figure 1). It is, 1 think, fairly authorita- 
tive because it is a compilation based on more 
than 8,000 cases of malignant lesions of the colon. 
The majority of malignant lesions of the colon— 
that is, about 70 per cent of them—are within 
reach of the finger and the sigmoidoscope; and as 
the colon is considered in its course upward to the 
right side, the number of such lesions gradually 
diminishes. 

The subject of surgery of the colon naturally 
assumes that the diagnosis has already been made, 
and for this reason I shall not go into the question 
of diagnosis of malignant lesions of the colon. 
When I asked some of my assistants what they 
thought the principal factors were in connection 
with what type of operation a surgeon was going 
to do, several answers were so interesting that I 
thought they might be worth repeating. One of 
my assistants, for instance, said that he thought 
the greatest influencing factor in the type of opera- 
tion that a certain surgeon chose to do was the 
bias of the surgeon. One of my other assistants said 
he thought it was the bias of the medical man who 
referred the patient to the surgeon with the same 
bias the medical man had. It may sound somewhat 
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facetious, but I think each man’s reply contains 
elements of truth. 

The subject of polyps will be considered by 
other speakers later in this assembly. But I should 
like to point out, in passing, some recent experi- 
ence gained from the study, in two sections of 
the Mayo Clinic, of patients who have had no 
signs or symptoms or history of difficulty with the 
colon. The study was made in an attempt to ascer- 
tain how many patients actually should be re- 
quested to undergo routine sigmoidoscopic exam- 
ination of the rectum and that part of the colon 
within reach of the sigmoidoscope, in view of the 
fact that 70 per cent of malignant lesions of the 
colon occur within that region. The results were 
interesting, because it was found that of those 
patients who had no signs or symptoms and no 
history, 10 per cent had polyps that should be 
fulgurated. 

I happen to belong to that school, of which I 
believe the majority of the physicians interested in 
this subject also are members, which holds that 
any benign polyp really is a precancerous lesion 
which should be treated accordingly. Once polyps 
have been found by examination of the rectum or 
with the aid of the sigmoidoscope, it is impera- 
tive that a contrast roentgenogram be made of the 
colon of the patient concerned. If polyps are dis- 
covered and are very small, it may be that they 
can be observed for a time to see whether or not 
they increase in size or number. Many patients 
will be found to have more than one polyp. Some 
time ago I made a study of patients whose average 
age was 55 years and who had died without any 
history of having had difficulty with the colon. 
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I found that 17 per cent of these patients had 
polyps in the colon which had not been recognized. 

As Dr. Cattell has noted, we too found that the 
percentage of polyps was somewhat higher among 
those patients who had malignant lesions of the 
colon and who died and came to necropsy; we 
found that about 36 per cent of patients with 
malignant lesions also had polyps. Not all of the 
polyps were malignant, of course. Many of them 
were benign, but most of them were situated in 
the region of the malignant lesions. It seems to me 
that such an association is an important point in 
connection with the wideness with which excision 
should be done. 

I should like now to consider carcinoma of the 
rectum for a moment. I believe there is no ques- 
tion in the minds of most surgeons that if a malig- 
nant process occurs in any site 6 cm. or less from 
the anus, the patient in question should undergo 
a one-stage operation combined abdominoperineal 
resection, or at least, resection of the rectum. 

One group of lesions I should like to emphasize 
is that in which the malignant process has occur- 
red 6 cm. or more above the anus, in the rectum, 
in the rectosigmoid or in the lower part of the 
sigmoid flexure. Before the war I used to perform 
one-stage combined abdominoperineal resection al- 
most routinely for such a lesion. I have since come 
more and more to carry out low anterior segmental 
resection, with end-to-end anastomosis between sig- 
moid and rectum, for this type of lesion. The im- 
portant factor is that the area of excision extend 
at least 2 cm. below the malignant lesion. Physio- 
logic integrity of the anus is of utmost importance, 
and although I would not have any hesitancy as 
far as I am concerned in having a colonic stoma 
if it were absolutely necessary, I surely would like 
to avoid it. 

In the operative technic two considerations de- 
serve special emphasis. First, the abdominal por- 
tion of the resection should be carried out the 
same as would be done in combined abdomino- 
perineal resection, but the area of excision should 
extend to 2 cm. or more below the site of the 
lesion and yet preserve enough bowel, by mobili- 
zation or otherwise, so that the sigmoid can be 
brought down without tension. Second, the anas- 
tomosis must be accurate—and I say accurate be- 
cause it has to hold gas and feces with no leak- 
age. Next, drainage through the lower angle of 
the incision should be established and the line of 
anastomosis should be extraperitonealized. 
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f feeney the kindness of Dr. Crile and of the 
patient in question, we have here tonight a 
patient who came to the Cleveland Clinic with a 
history which goes back some fifteen months pre- 
viously. She had obstruction when she came to the 
Cleveland Clinic. At that time she was 46 years 
old. On roentgenologic examination she was found 
to have a carcinoma of the transverse colon, near 
the hepatic flexure. At the same time, she was 
found to have polyps in the rectum and in the 
rectosigmoid and lower part of the sigmoid. 

The obstruction cleared up enough to permit 
operation, and Dr. Crile did a one-stage resection 
of the right part of the colon by carrying the ex- 
cision to a point near the splenic flexure, and there 
performed side-to-side ileotransversostomy. At that 
time it was thought inadvisable, because the neo- 
plasm was constricting and perforating, to carry 
out additional surgical treatment. After that time 
the condition of the patient was followed, and 
fulguration of the rectal polyps was carried out as 
high up as the sigmoidoscope could go. Then, in 
1948, after frequent re-examinations, it was found 
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that some of the polyps in the sigmoid had begun 
to change. One month ago she was again oper- 
ated on by Dr. Crile, who performed resection 
with end-to-end anastomosis in the sigmoid. The 
condition of this patient at present is a tribute to 
Dr. Crile’s skill. 

There are many different ideas as to the type of 
operation to be employed. I certainly do not wish 
to criticize any other surgeon’s method of treat- 
ment, because the fact that a patient lives and gets 
well is proof in itself that whatever the surgeon 
does select is the proper operation for that patient. 
I am sure that as a rule, the procedure to employ 
in a given situation is the operation with which 
the surgeon has had the best fortune in that par- 
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Figure 1. Distribution of malignant lesions of the colon and rectum. 


ticular condition, and with which he is most 
familiar. 

The motion picture which I shall show demon- 
strates one-stage resection of the right part of the 
colon, with end-to-end anastomosis. The particular 
lesion concerned in this motion picture was situ- 
ated in the hepatic flexure. 

I should like to digress, for a moment, on the 
subject of lesions of the right side of the colon. At 
the Mayo Clinic from 1940 through 1947 we have 
operated on 664 patients who had malignant 
lesions of the right part of the colon. Of these 664 
patients, 516 underwent resection, and for 393 of 
the 516 one-stage procedures were performed, with 
a mortality rate of 2.8 per cent. In 66 cases opera- 
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tion was done in two stages, with a mortality rate 
of 6.1 per cent. In 44 cases extraperitoneal types of 
resection were done with a mortality rate of 11.4 
per cent. It might be stated that the type of lesion 
for which you would do extraperitoneal resection 
is not one for which you would do one-stage resec- 
tion, and perhaps is not one for which you would 
do two-stage resection. However, as far as my own 
experience is concerned, I can say that in the last 
twelve years I have never seen an instance of 
malignancy of the right part of the colon where 
resection was possible at all in which the resection 
could not be done in one stage. 

When all the cases from 1940 to 1947 are con- 
sidered, the rate of resectability was 77 per cent. 
If only the patients whom we have seen in 1947 
are considered, 88 are found who underwent opera- 
tion. For 74 of these resection was performed, 
which gives a rate of resectability of 84 per cent. 
One two-stage resection was done in 1947. Ninety- 
two per cent of the operative procedures were 
done as one-stage resections of the right part of the 
colon. Extraperitoneal types of resection were car- 
ried out for 3 3 pe atients. Of the one-st: ige resections 
done in 1947, 50 per cent were carried out in the 
form of resection and end-to-end anastomosis, as 
the motion picture shows. In the instance which 
appears in the picture a transverse incision was 
employed. I generally use a longitudinal incision, 
retracting the rectus abdominis muscle medially. 
The reason I selected the transverse incision in this 
particular case was that the patient previously had 
undergone an operation on the gallbladder, in 
which a right rectus incision had been used. 

This particular patient also had a_ perforating 
type of lesion, one which was adherent under and 
to the right lobe of the liver. Perforating types of 
lesions frequently will be found in malignant 
processes of the right part of the colon. Often they 
are attached to the peritoneum and may even pene- 
trate it and become attached to the fascia and 
muscles, but even such an occurrence as this should 
not deter the surgeon from doing radical resec- 
tion if the lesion is at all mobile. The exact situa- 
tion is never known in advance, the surgeon 
should be very careful not to condemn a patient 
simply because the surgeon feels on examination 
that the neoplasm is inoperable locally. Actually, 
I have seen patients who have undergone surgical 
exploration and have been classed as “inoperable,” 
and yet I have found them to be operable at re- 
exploration. 





If progress is to be made in the surgical attack 
on the later lesions in malignant processes of the 
right portion of the colon, or, for that matter, 
any place in the colon, certain chances and risks 
have to be taken. If I ever have the misfortune to 
be afflicted with a lesion in the colon, I shall want 
the surgeon to take every risk that is possible if 
there is any possibility of excision of the neoplasm, 
because we know what the end result is going to 
be if this is not done. 

At this point in the motion picture the finger is 
under the liver and we are separating the neo- 
plasm off and taking a little portion of the liver 
along with it. As we went along, I sent specimens 
of the liver out to the pathologist, to make sure 
that enough hepatic tissue had been removed. It is 
possible to remove portions of the liver without 
causing too much difficulty. I have had patients 
for whom resection was done and who were found 
to have a single metastatic process in the liver, and 
I have later resected that part of the liver. Speaking 
generally, about 10 per cent of malignant lesions of 
the colon send a metastatic process to the liver. 

In the motion picture the ileum, cecum, and 
ascending colon are seen, with the hepatic flexure 
and the right portion of transverse colon. As dis- 
section is carried downward, glands begin to ap- 
pear along the right colic vessel. It is important, 
in the performance of resection in this region, to 
carry excision well down on the mesentery. 


ih looking over records of patients who had le- 
sions of the right side of the colon, and in sepa- 
rating them according to whether the neoplasms 
occurred in the cecum, ascending colon, hepatic 
flexure, or first part of the transverse colon, I came 
to the conclusion that for patients who had cecal 
lesions the prognosis was a little poorer. I think the 
reason for this is that if the malignant process de- 
velops in the cecum, which can be so well mobil- 
ized (and the peritoneum as it comes up in that 
fold on the right side is practically avascular), the 
tendency on the part of the surgeon is to remove 
an insufficient portion of the right side of the 
colon, and to anastomose the ileum to the ascend- 
ing colon near the hepatic flexure, rather than to 
remove the entire segment. 

It may seem that difficulty will be encountered 
in anastomosing the ileum and the transverse 
colon, because of the difference in the size of the 
lumen. This difference will vary in every patient. 
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It may vary according to the amount of obstruc- 
tion present; it may vary for any number of rea- 
sons; the size of the ileum may vary according to 
whether the ileocecal valve is competent or incom- 
petent. Though I have encountered some difficulty 
at times, I have never found it impossible to estab- 
lish a satisfactory anastomosis between the end of 
the ileum, if it is cut at an angle, and the end of the 
transverse colon. 

One of the reasons I prefer the end-to-end anas- 
tomosis is that it results in only one line of 
anastomosis; that is, there is no chance for dead 
ends to remain, either on the inverted ileal stump 
or on the inverted stump of the transverse colon. 

As is done in most anastomoses, I place two 
rows of sutures. The posterior row is a running 
suture of cotton, and the anterior row on the sero- 
sal cut is interrupted cotton. The mucosa is closed 
with running catgut on the posterior row, and the 
anterior row is done with what we call the “base- 
ball stitch,” which catches the edges of the serosa, 
runs along the submucosa, picks up the edge of the 
mucosa, and then goes over to the other side. The 
same type of suture is done on that side, so it is 
crossed and crossed and crossed and crossed, and 
each time the loop comes down, the assistant puts 
his finger there, which aids in inversion of the 
mucous membrane. I have found it to be an excel- 
lent stitch for inversion of mucous membrane. As 
I have said, we call this the “baseball stitch.” I 
don’t know whether or not a baseball is sewn up 
that way, but that is what we call it. 

The reason I believe it is unwise to use a non- 
absorbable running suture all around the bowel in 
practically any type of anastomosis is that such a 
suture enhances the chance for constriction. When 
a patient is observed in whom a nonabsorbable 
suture has been employed in an anastomosis be- 
tween the sigmoid and rectum, it may be found 
that in three or four weeks, or possibly even up to 
six months, the nonabsorbable suture gradually 
begins to be extruded into the lumen of the bowel. 
In such an event, I am sure that it is the source of 
a constant inflammatory process, particularly when, 
as in the colon, the fecal stream is passing it inces- 
santly. By examination with the sigmoidoscope, it 
will be found that a string is hanging down. It is a 
difficult thing for this string to extrude into the 
bowel and to be expelled if it has been used around 
the entire circumference of the bowel. By contrast, 
a single knot, such as I use in doing the low an- 
terior resection between the sigmoid and rectum, 
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does not offer the same problem, even if the little 
knots do find their way out into the lumen. More- 
over, the tendency toward obstruction by constric- 
tion, such as a nonabsorbable suture might produce, 
is thereby avoided, or at least, minimized. 

Before closing the abdomen, we peritonealize the 
raw surfaces. 

It may be only luck, but in defense of this opera- 
tion I may say that to date I have performed this 
procedure for 94 patients, of whom only one, a 
man 82 years old, has died. I can also say that I 
have tried all methods of resection of the right part 
of the colon, and that I know of none that is more 
satisfactory than this. Most of the patients are out 
of bed early. Occasionally difficulty will be encoun- 
tered, but not often. 

I do not use the Miller-Abbott tube as a routine 
measure. I use it only in case vomiting or unusual 
distention occurs. 

We dilate the anus thoroughly before the patient 
is off the operating table, and when I say “dilate 
it,” I mean dilate it so that it will not hold gas for 
about eight days. The degree to which dilatation 
should be done is a little hard to estimate. 

The hospital mortality rate in this entire group 
of patients was 3.1 per cent. The motion picture 
presented was restricted to this type of operation. 

Any patient who has undergone an operation 
for a malignant lesion of the colon, as Dr. Cattell 
brought out and as I simply re-emphasize, should 
return for careful re-examination each year, and 
oftener if necessary. Use of the sigmoidoscope for 
the detection of polyps is important, and is going 
to increase among general practitioners as well as 
in clinics. If positive polyps are detected they are 
dangerous, and the use of contrast roentgenograms 
is imperative. 


CONCLUSION 


I BELIEVE we are all seeking common objectives in 
dealing with malignant lesions, and that much 
progress has been made in the prevention and early 
diagnosis of such lesions. Resectability rates are 
higher, mortality and morbidity rates are lower, 
and last but not least, the percentage of what we 
hope are cures seems to be gradually increasing. 
Unceasing application of attention to details ex- 
emplified in part by the few I have pointed out 
herein may produce even more hopeful results 
when the attack must be surgical. 



























SCIENTIFIC EXHIBIT 


Treatment of Rheumatoid Arthritis 





W. PAUL HOLBROOK, M.D., DONALD F. HILL, M.D., CHARLES 
A. L. STEPHENS, Jr.. M.D., LEO J. KENT, M.D. 
and EDNA McCARTHY, B.A. 


TUCSON, ARIZONA 


Rheumatoid arthritis is a progressive crippling disease for which 
there is no known single cause and no specific cure. While we search for a 
cause and a cure, prevention and correction of the crippling deformities are of 
the utmost importance. Inasmuch as the eventual result of rheumatoid arthri- 
tis is joint deformity in flexion, measures to prevent and correct such deformi- 
ties are basic. 
This exhibit outlines a basic program and illustrates some of the common 
ways by which arthritics develop crippling deformities. Simple methods of 


preventing these deformities are presented. 


(ins aeaatecipatnda 


Reproduction of Scientific Exhibit shown at the American Medical Association session in Chicago, 
June 21 to 25, 1948, and St. Lous, November 30 to December 3, 1948. 







































A. PREVENT 1. Rest 
DEFORMITY 
Balance 
Deformity comes 
in flexion 2. Exercise | 
B. IMPROVE 3. Explain problem 


GENERAL HEALTH 


. Diet 


+ 


. Bowel management 

. Correct anemia 

. Relief of pain 
Removal of foci 

g. Occupational therapy 


Nv 


2™NI 


ELECTIVE - 
METHODS 3 


. Transfusions 


. Gold 


12. Pregnancy 


13. Climate 
14. X-ray 


Vaccines Neostigmine 
Penicillin Procaine I.V. 
Sulfa Drugs Fever Therapy 


Massive Vitamin Dosage — 
§ 


By using the basic program, i.e.: prevention of 
deformity and improvement of general health, 
many patients improve and some recover without 
further procedures. 

It is important to follow this basic program in- 
definitely, regardless of additional therapeutic aids 
chosen, because through these measures much crip- 
pling can be prevented, no matter how long the 
active arthritis may last. 

Crippling deformities can be prevented largely 
by a proper balance between resting the affected 
joints and exercising them properly. Because the 
deformity comes in flexion, rest should. be in ex- 
tension, and exercises should be designed to 
strengthen the extensor muscles and to relax the 


BASIC PROGRAM-—ESSENTIAL FOR EVERY PATIENT 


400 


Avoid strain to joints—limit or no weight bearing 
Bed—non-sag; joints in maximum extension 
Removable casts, splints, foot board, sand bags, ace 
bandages, shoes, crutches, etc. 
Prescribe accurately and check regularly (for life): 
(a) Corrective exercises—all joints 
(b) Group muscle tensing 
(c) Amount general physical activity 


“Cause” and “cure” unknown—but known pro- 
cedures prevent crippling and hasten arrest of 
disease 

For best nutrition prescribe accurately: vitamins, 
amino acids, etc., if indicated 

Avoid cathartics, but give definite instructions 

Transfusions, iron, ? Hcl, folic acid 

Aspirin (narcotics never required) 

At time carefully chosen 

Designed to suit individual problems 


Multiple—often helpful; occasionally dramatic 

Only after starting basic program—then by ap- 
proved methods with caution 

(60% of 2,140 patients “marked improvement”) 
from literature 

(83% of 96 patients “marked improvement”) 
from literature 

Usually helpful; small percentage dramatic 

Spondylitis only 


DOUBTFUL, WORTHLESS OR HARMFUL METHODS 


B. Venom Chlorine Gas 
Cobra Venom Sulfur 
Short Wave AASS. 


and several thousand others 


flexors. Patient’s refusal to rest on the basis of fear 
of stiffening joints is easily dispelled when rest 
measures and exercises to gain motion and strength 
are explained. 

Proper rest means the avoidance of all strain on 
affected joints, either by limited or no weight- 
bearing. While at bed-rest the patient must be in 
a nonsagging bed with joints in maximum com 
fortable extension; bent or acutely painful knees 
must be supported by rest casts; foot-drop may be 
prevented by foot boards. Sand bags will prevent 
leg torsion. If the patient is ambulatory, he must 
wear proper well-fitted shoes. If the knees are af- 
fected, crutches (not canes) should be used, and 
the patient must then be instructed how to walk 
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BAD KNEES, HIPS AND BACK ARE CAUSED BY ... 















Pillows 


Torsion 






Sagging bed Low seats—strain in getting up 


Deformity is aggravated by failure to perform proper exercise 


GOOD KNEES, HIPS AND BACK RESULT FROM ... 


High seats—less strain 








Crutches 


Corrective exercises te ~~ 
essential Rest casts 
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properly with these aids. 

Patients with knee involvement should be pro- 
vided with chairs elevated on blocks, which result in 
a higher seat and permit the patient to get in and 
out of the chair without strain. It is also of value to 
have a built-up toilet seat for the same reasons. El- 
bows and wrists should be rested in the extended 
position. A simple cock-up splint will prevent wrist- 
drop. 

Exercises must be accurately prescribed for a 
full range of motion in each joint, and the patient 
must be regularly checked and exercises increased 
as tolerance permits. In addition to joint motion, 
muscle tensing exercises, involving the various 
groups of extensor muscles, must be done regularly 
on a graduated program. 

Improving the general health involves both men- 
tal and physical factors. To keep the patient’s men- 


A. REASONS: 


. To increase and maintain joint motion. 


WN = 


. To increase circulation. 


B. AMOUNT OF EXERCISE: 


. Add resistance later when tolerated. 


& Ww NN 


C. RULES OF TOLERANCE: 


. Pain during exercise is not significant. 


Ww N 


DOCTOR ORDERS OTHERWISE. 






- CONSULT YOUR DOCTOR FOR SPECIFIC DIRECTIONS ON METHOD AND AMOUNT OF 
EXERCISES. REGULAR CHECKING IS ESSENTIAL. 
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tal health, the problem must be explained to him 
thoroughly. He should be told that. there is no 
known single cause for the disease, and no spe- 
cific cure, but with faithful effort on his part, and 
full cooperation with his physician, crippling can 
be prevented, involved joints can be helped, and 
that he has an excellent chance to improve. Treat- 
ment should be discussed in terms of months, not 
weeks. A few of the many factors in improving 
general health are listed on the chart. 

After a patient has been placed on the basic pro- 
gram, certain elective methods can then be chosen 
carefully for use. Doubtful methods and experi- 
mental therapy need not be condemned wholly, 
providing the basic program and suitable elective 
methods have been instituted. To use such methods 
and so-called cures without utilizing a full basic 
program is never justified. 


GENERAL INSTRUCTIONS FOR CORRECTIVE EXERCISES 


. To strengthen the muscles for joint support. 


. All exercises are to be done slowly with complete relaxation between each exercise. 


. Tense the muscle group when there is no joint motion or too much inflammation. 

. Bed patient: Start with 2 motions 4 times a day. Increase 1 motion each week, or every 
third day if possible, until doing each motion 10 times 4 times a day. 

5. Ambulatory patient: Start doing each exercise 3 times twice a day. Increase 2 times 

every third day until doing each exercise 10 times twice a day. 


. Increased pain and soreness may be expected after the first few days of regular exercise. 


. Pain persisting hours after the exercise period, or increased pain in the same joint the 
next day means the exercises should bz decreased until added pain is gone. 
4. Tolerance to the exercises varies according to the weakness and length of non-use of 
the muscles and the amount of inflammation of different joints. 
5- Do all the things in caring for yourself that do not produce joint strain. 


D. EXERCISES MUST BE DONE AT REGULAR HOURS DAILY AND CONTINUED UNTIL 
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BAD WRISTS AND ELBOWS ARE CAUSED BY... 








Wrist drop 


Rest in flexion 








Rest in extension combined with proper exercise 


EXERCISES FOR RHEUMATOID ARTHRITIS 


. Lying on back, legs straight: Take a deep 


breath, expanding the chest. Hold the chest 
expanded until the count of 5; then relax. 


. Lying on back, legs straight: Contract the ab- 


dominal muscles, flattening the abdomen. Hold 
the abdomen flat while breathing naturally. 


. Hands: 


a. Make a fist. 

b. Stretch the fingers straight. 

c. Spread the fingers apart. 

d. Pull the thumb over to the tip of each fin- 
ger making as round a circle as possible. 


. Hand resting on the bed, palm down, or on 


body if elbow will not straighten: Raise the 
hand for wrist motion. 
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6. 


Elbow bent at a right angle; upper arm rest- 
ing on the bed: 

a. Bring the fingers to the tip of the shoulder. 
b. Keeping the palm turned up, push the hand 
down toward the bed, straightening the elbow. 
Arms resting at sides; palms toward body: 

a. Raise the arm sideways away from the body, 
and back. 

b. Raise the arm, thumb leading, forward, up- 
ward, and as far back as it will go, and down 
the same way. 

c. Raise the arm forward, upward, the same 
way, and as far back as it will go; then swing 
the arm out to the side and around back to the 
side. 




































9. 


10. 


Poor support; bad balance 


BAD FEET AND ANKLES ARE CAUSED BY... 


Obesity; excessive strain 


Torsion and foot drop 


... AND PREVENTED BY... 


Good support and balance 


. Lying on back, legs straight: Curl the toes 


over; keep the toes curled and turn the foot 
in and pull the foot up, stretching the heel- 
cord; hold the three motions until the count 
of 5. Then relax the whole foot. 


. Lying on back, legs straight: Contract the 


muscles on top of the thigh, pulling on the 
patella (kneecap) and flattening the knee. 
This exercise is increased up to 10 times a day, 
10 times each if knees are particularly involved. 
Lying on back, legs straight: Holding the leg 
straight, take the leg 15 inches to the side and 
back. Do not go far enough to tilt the pelvis. 
Lying on back, knees bent, feet on the bed: 
Raise the knee toward the chest; straighten the 
knee by lifting the foot in the air, stretching 
up with the heel; let the knee bend and the 
foot return to the starting position. Alternate 
knees. . 
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Footboard and sand bags 


Corrective exercises essential 





Bars, rubber heels and pads 


. Lying on back, knees bent, feet on the bed: 


Pull in the abdomen; then squeeze the but- 
tocks muscles as if to roll the seat up off the 
bed, tilting the pelvis and flattening the lower 
back hard on the bed. 


. Lying on back, legs straight: Flatten the neck 


by making a double chin, and at the same time 
stretch up through the top of the head as if to 
pull the ears away from the shoulders. 


. Lying on back, legs straight: Turn the cheek 


as far as possible toward the bed; stretch, keep- 
ing shoulders flat on the bed; come back to 
straight position and rest. 


. Lying on back, legs straight: Pinch the shoul- 


der blades together. 


. Lying on back, legs straight, arms at sides: Raise 


the arm forward, upward, and as far back as it 
will go. Then swing the arm out to the side 
and around back to the side. 








nT 























16. Lying on back, legs straight, arms bent at sides Take a deep breath, expanding the chest; hold 
with hands back on the bed: Keeping the the chest expanded and push the diaphragm 
hands and elbows as near the bed as possible, up and down 5 times (panting). 
push the arms up overhead, letting the elbows 
straighten out as you push up until the upper Nore: In rheumatoid spondylitis exercises 1, 2, 7, 
arms are beside the ears; stretch; pull down to 8, 9, 10, 11, 12, 13, 14, 15, 16, and 17 should be 
the sides in the same manner. stressed. 

17. Lying on back, knees bent, feet on the bed: 


EXAMPLES OF KNEE DEFORMITY CORRECTION 






2. Age 47—Arthritis, 15 years. 
Contraction, 8 years. Walk- 
ing, 6 months. 


ds 


a 


CORRECTION OF KNEE DEFORMITIES 


When knees have not straightened by simple methods: cast is applied 

proper manipulation is indicated Exercise starts first postoperative day 
Before and after care is essential After 4 to 6 days cast is opened 
Experience teaches the method and time required Passive exercise is started once, then twice daily 
The acute joint needs rest Active exercise is started and increased daily to toler- 
The subacute joint improves with proper position after ance 

manipulation Rest in shells or casts tied on between exercise periods 
Manipulation only after adequate preparation In 4 to 8 weeks when strong enough, patient stands 
Under general anesthetic leg is straightened and full leg daily with crutches—no braces 
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TOTAL-—65 CASES 





a ep merry eee 17 to 68 years 
ee eee TOT eee rete 43 years 
Average: 
Duration arthritis........... .7.2 years 
Duration contraction... . . 3.2 years 


The above were helpless 


RESULTS 


11 walked with crutches—some help required 
12 walked with crutches—independently 
40 walked normally 


iS) 


anklyosed straight—couldn’t walk 

63 walking since manipulation (average 6.4 
years ) 

2 ankylosed 





65 total 


EXAMPLES OF KNEE DEFORMITY CORRECTION 










3. Age 53—Arthritis, 18 years. 
Contraction, 1 year. Walk- 
ing, 6 years. 








4. (Below ) Age 22—Arthritis, 
g years. Contraction, I vear. 
Walking, 2 years. 


Previous examples are patients who failed to use 
preventive measures and developed bent knees. 

All cases of bent knees must go through a period 
of three or four months on simple measures. 

No weight bearing. Rest casts and exercises are 
essential before manipulation is considered. Those 
that do not straighten on simple measures are 
manipulated. Most of them have active arthritis. 
None had a flare-up and many times the activity 
of the knees subsided, probably because mechanics 
and physiology were improved. Crutches are used 
for balance (not weight bearing) until patient 
walks with normal gait. 

Extreme care in follow-up is necessary. 
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CONCLUSIONS 


1. Full basic program of treatment should be in- 
stituted for every patient with rheumatoid arthritis. 

2. Suitable elective procedures may then be in- 
stituted. 

3. Crippling deformities are preventable in a 
high percentage of patients by the simple inexpen- 
sive measures which have been described. 

4. Prevention of knee flexion deformity is sim- 
ple and inexpensive, is 100 per cent successful, and 
can be accomplished by any physician. 

5. Correction of these knee flexion contractions 
is difficult, time-consuming, requires skill and ex- 
perience, is expensive, and is not always successful. 


























CASE REPORT 


Metastatic Malignancies Involving the Heart 


TRACY LEVY* 


VETERANS ADMINISTRATION HOSPITAL, TUSCALOOSA, ALABAMA 


ETASTATIC Malignancy involving the heart 

is still considered a rare entity; diagnosis 

before death is even more uncommon. 
The first case of metastatic malignancy of the heart 
diagnosed before death was reported in 1930 by 
Willius and Amberg.’ Since that time sporadic 
reports, but in ever-increasing numbers, are being 
made of involvement of the heart by new growths. 
This condition is still rare enough to cause a stir 
of interest whenever it is suspected. With the new- 
er discoveries in isotopes, there is some hope for 
the alleviation of the symptoms in these patients. 

At present the diagnostic criteria for malignant 
diseases of the heart are not clear-cut, and the 
signs and symptoms are often bizarre. Not infre- 
quently the signs and symptoms of the cardiac 
metastatic involvement are overlooked or over- 
shadowed by the primary disease. 

Malignancy of the heart must be kept in mind 
by the internist and surgeon alike, in order that 
patients with such involvement shall receive the 
benefits of any new procedures which may length- 
en life or offer the hope of cure. 


CASE REPORT 


A white male, aged 47 years, was admitted to the 
hospital during the latter part of May 1946. His illness 


*“Medical Service, Veterans Administration Hospital, Tusca- 
loosa, Alabama. 


Published with the consent of the Chief Medical Officer, De- 
partment of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the conclusions of the author, 
nor does it represent the opinions of the Veterans Administration. 


The author wishes to express his thanks to Dr. Howard L. 
Holley, University of Alabama Medical School, Birmingham, 
Alabama, for his suggestions and help in preparing this paper. 
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began six to seven weeks prior to his admission (the 
first part of April 1946), with pain in the left lower 
chest, at first anteriorly in the region of the precordium 
and radiating towards his back. This pain was accentu 
ated by deep breathing. He coughed up some dark 
bloody sputum on frequent occasions. In the preceding 
year he had lost approximately 20 pounds, 12 of these 
in the previous six weeks. 

Neither the past and personal history nor the system 
review yielded any diagnostic assistance. With the fol 
lowing exceptions, physical examination was negative. 

Cardiovascular system: Blood pressure was 120/70. 
The pulse rate was 60, full and regular. On percussion 
and palpation the heart was within normal limits. A 
mild systolic blowing murmur was heard over the pul 
monic valve area. 

Other findings: The right forearm had been ampu 
tated. The chest was normal to inspection, palpation, 
percussion, and auscultation. 

At the time of admission, tuberculosis was consider 
ed as the most probable tentative diagnosis. X-ray ex 
amination of the chest revealed a large oval area of in 
filtration at the upper pole of the left hilum. This mass 
obliterated the hilar structures and fused with the 
mediastinal shadows. These findings were considered 
to be consistent with a bronchiogenic carcinoma. 

Repeated sputum examinations were all negative for 
tuberculosis bacilli. On admission the white blood 
count was 57,800 with 88 per cent polys. This slowly 
decreased until one month later the white blood count 
was 30,000 with 87 per cent polys. A sternal puncture 
was performed but the results were considered normal. 
An electrocardiogram was interpreted as normal. 

Approximately two months after admission, in July 
1946, this patient was transferred to another hospital 
for deep x-ray therapy. At the time of transfer, there 
was marked limitation of motion of the left chest, ac- 
companied by dullness over the upper portion of the 
left lung, both anteriorly and posteriorly. Over the 
entire left lung the breath sounds were markedly dimin- 
ished. The cardiovascular system was essentially nor- 
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mal. X-ray re-examination of the chest at this time 
revealed some progression of the lesion in the two- 
month interval. 

Approximately ten days later, the patient suddenly 
complained of increased shortness of breath and a sen- 
sation of fluttering in the chest. On examination the 
patient was thought to have auricular fibrillation and 
an electrocardiogram confirmed this impression. At this 
time the diagnosis of cardiac metastatic malignancy 
was considered. It was noted that a short, scratchy 
friction rub, systolic in time, was heard over the third, 
fourth, and fifth interspaces to the left of the sternum. 
The patient was given 1.2 mgm. of digitoxin by mouth. 
The next day (July 26) the pulse and apical rates were 
synchronous, 122 per minute. The friction rub previ- 
ously noted was still present. An electrocardiogram 
showed sinus tachycardia with elevation of the ST seg- 
ments in leads I, II, and IV, suggesting pericardial in- 
volvement. On July 28, the pulse and apical rates were 
120, the patient was more comfortable, and the friction 
rub had diminished in intensity. The friction rub was 
now localized in the third and fourth interspaces to the 
left of the sternum. On August 2, the tachycardia was 
still present, and a rather harsh systolic murmur was 
discovered in the first right intercostal space when the 
patient was in the right decubitus position. This mur- 
mur disappeared with the patient in the supine position. 


TABLE 1 


Cases AND PERCENTAGE OF MALIGNANCIES OF THE HEART Founp at Auropsy* 





NUMBER OF 
AUTOPSIES 


AUTHOR OR INSTITUTION 


KNOWN 
MALIGNANCY 


1 5450 ( 12 per 
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SRG diilaa Avwihe Galindo alua.s 5.05 0-Gin-60 323 
Cleveland City Hospital............. 11,100 1,082 
(RRS PS ORAL Sir eerste 2,161 
SEN 3 sonia oid )s 4.5 ae aaa a tees 4,547 
| IEP SS nae seme ee eee ome |o,118 
NS ego Sie Sse g Sota oer tres aie anars 1,708 
MER Gixted cacwn cen wiewarnue cat 3,000 
EE ee ye aeainn ere ee 2,942 
EEE ae tar eee oe oe eee 8,289 
Pee Gi TUNE io ono cic eieceedcuc 1,976 
BOSE SS Ae ears ee nds | | 2,101 
Johns Hopkins Hospital............. 2,942 | 
Jefferson Medical College Hospital... | 4,050 640 
Peornet amd Matsel .... i... sccececess | 4,050 | 
Schnitker and Bailey............... | 
NORE dire aciscg ae aricid sosall sss iaie) BwGs8 Golesi | 
ee ee 11,000 | 
Presbyterian Hospital .............; 1,171 | 





*Includes carcinomata and sarcomata. 
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TABLE 2 


Tora AUTOPSIES AND PER CENT MALIGNANCIES OF THE HEART 











| | PER CENT 
| TOTAL | 
| METASTASES TO 
AUTOPSIES | 
| THE HEART 
All autopsies (minus known | 
| er 88,845 1.71 
Autopsies on known malignancies..| 40,323 .46 
Primary malignancy of the heart...| 40,040 0.13 





His condition grew progressively worse, and in spite 
of the usual gamut of drugs used for patients in ex- 
tremis, he expired on August 7, twenty-three days after 
admission. 


POST MORTEM 


The autopsy was performed thirty-seven hours after 
death. 

Thorax—The lungs were adherent on both sides to 
the pericardium by firm adhesions. The left lung 
weighed 1,215 gm. and was adherent throughout to the 
pleura by both fine and dense adhesions. It could not be 
separated from the heart due to the extension of a firm 
nodular growth from the upper lobe of the lung. The 
mass in the upper lobe measured in its entirety 10 by 12 
cm., and extended into the upper portion of the lower 
lobe. On cut surface, this tumor appeared smooth and 
fibrinous. The whole mass extended medially and ap- 
peared to be intimately associated with the heart. In 
the tumor mass were small islands of tissue which ap- 
peared to be grossly normal lung tissue. No hemor- 
rhage was noted into the tumor. 

Bronchi—The right main bronchus appeared to be 
normal on gross examination. The left main bronchus 
was almost slit-like in appearance, barely admitting the 
tip of the little finger. On opening the left main bron- 
chus, it was found that the entire wall was invaded by 
the tumor. 

Heart—The heart weighed 480 gm. The pericardium 
was adherent in its entirety, for the most part by fine 
adhesions, but there were some dense adhesions present. 
The tumor mass previously described as being adherent 
to the heart was also found to involve the epicardium. 
Gross involvement of the pericardium and myocardium 
had not occurred. The pulmonary vessels were found to 
be surrounded by the tumor mass, but no changes in 
the continuity of the lumen were found. The right cusp 
of the aortic valve was slightly thickened and stenosis 
likewise had occurred. 

Microscopic sections—The sections taken through 
the tumor showed it to be composed of wild growing 
moderate sized cells, with many mitotic figures. There 
was invasion of the tracheo-bronchial lymph nodes, 
pulmonary artery, and the right atrium. The section 
through the right atrium showed microscopic invasion 
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Figure 1. X-ray of the chest showing a lesion in the 
left apex, obliterating the hilar shadows, and fusing 
with the mediastinal shadows. 


of the epicardium, myocardium, and endocardium. 
The tumor was a cylindrical cell carcinoma. 


DISCUSSION 


T is interesting to note the incidence of meta- 
if static involvement of the heart found in large 
series of autopsies and it is even more interesting 
to examine the statistics on metastatic malignant 
tumor involvement of the heart. Table 1 deals with 
malignancies of the heart found on autopsy. 

Table 2 shows an average of the figures in Table 
1, reflecting an overall picture of cardiac involve- 
ment with malignancies. Cardiac lesions occur 1.5 
times more frequently where malignancies exist 
than in a series of all autopsies. This is to be ex- 
pected and it emphasizes the fact that metastatic 
involvement of the heart can occur from any tissue 
in which cancer or sarcoma may arise. Table 3 
demonstrates the origin of metastatic lesions in the 
heart as revealed by the current literature. On six 














figures. 





Figure 2. Section through the tumor of the lung 
showing the wild growth of the cells and many mitotic 





POSTGRADUATE 





MEDICINE 


Figure 3. Section through the right atrium, in the 
region of the S-A node showing the diffuse invasion of 
the myocardium. 
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TABLE 4 
SymMpromMs AND THEIR FREQUENCY IN MALIGNANT Carpbtac INVOLVEMENT 
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occasions the primary site of origin could not be 
proved, and these are reported as undetermined. 
The table does not separate carcinomata from 
sarcomata. Attention is invited to the fact that 
Hodgkin’s disease, myelogenous leukemia, and 
melanosarcoma give rise to cardiac lesions. These 
have been omitted from the table. 


ANY attempts have been made to classify signs 
M and symptoms as pathognomonic of cardiac 
tumor. These attempts have been unsuccessful. 
General groupings of symptoms are suggestive, 
but there are too many variables involved to be 
diagnostic. The one absolutely diagnostic feature is 
the discovery of malignant tumor cells in the peri- 
cardial fluid. W. M. Yater in an outstanding classi- 
fication groups the signs and symptoms under (a) 
clinical types suggestive of tumors of the heart, 
and (b) clinical types not suggestive of tumors of 
the heart. It should be kept in mind that cardiac 
symptoms in a patient who has a malignant tumor 
elsewhere, may prove to be caused by metastatic 
involvement of the heart. These symptoms may be 
those of pericarditis, myocarditis, valvular damage, 
coronary disease, or pancarditis. Table 4 reveals the 
symptoms found in proved cases (irregular rhythm 
consists of auricular fibrillation, auricular flutter, 
and extrasystoles). 

The site of involvement of the heart with meta- 
static malignancy is as varied as the site of origin 
of the primary tumor. Some attempts have been 
made to correlate the circulation to the site of the 
metastases. Metastatic involvement of the heart or 
the pericardium occurs in three ways. The most 
common is by direct extension, less frequently by 
the blood stream, and rarely by the lymphatics. In 
some cases combinations of these routes have been 
found. Scott and Garvin reported that the greatest 
number of metastases to the heart occurred by the 
hematogenous route, whereas the pericardium was 
involved more frequently by direct extension. 
Tumors of the lung or breast frequently involve 
the heart by direct extension (up to 35 per cent, 
according to some authors). In some cases the 
tumor invades the blood vessels and involves the 
heart by extension within the lumen of these ves- 
sels. In other cases the route of metastasis can only 
be surmised. Table 5 catalogs the sites of involve- 
ment in the heart and the pericardium. The peri- 
cardium is most frequently the site of involvement 


TABLE 5 
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due to contact chest tumors. The right side of the 
heart is involved more frequently as a whole than 
the left side, but of the chambers of the heart, the 
one most frequently involved is the left ventricle. 


SUMMARY 


1. A case of bronchiogenic carcinoma with 
metastases to the heart is presented. The cardiac 
metastases were suspected before death. 

2. Involvement of the heart can and does occur 
from tumors arising anywhere in the body. The 
most frequent sites of the primary tumor are the 
lung or breast. 

3. A review of the literature reveals that in all 
autopsies involvement of the heart by metastatic 
new growths occurred in 1.71 per cent. In a series 
of patients with malignancies, cardiac involve- 
ment occurred in 2.46 per cent. 

4. The commonest signs found in cardiac meta- 
static tumor involvement are dyspnea, irregular 
rhythm, tachycardia, enlargement of the heart, and 
myocardial insufficiency (heart failure). The latter 
is intractable and progressive. 

5. Metastases may occur from direct extension 
of the primary lesion, or by way of the blood 
stream or by the lymphatics. 

6. The pericardium is the most frequent site of 
involvement by metastatic malignant lesions. The 
right heart is more frequently involved than the 
left, but the left ventricle is the chamber most fre- 
quently involved. 

7. There are no dependable sets of signs or 
symptoms which can definitely establish cardiac 
metastatic involvement in patients with malignant 
disease, but the possibility should be kept in mind 
in all patients with new growths, accompanied by 
any disturbance of the cardiac mechanism. 





The Medical Bookman 


THE CHILD IN HEALTH AND DISEASE* 


HERE is always need for a good new book 
covering completely a medical specialty; 

A therefore Grulee and Eley’s textbook of 
pediatrics is a welcome addition to modern pedi- 
atric works. 

In 19. large sections which are divided into 91 
chapters it presents the immense material which 
necessarily has to be covered in such a textbook. 
In accordance with the usual procedure in such 
comprehensive works the authors actually wrote 
only a small number of the chapters, but acted 

—mainly as editors of the 83 chapters written by 
more than 70 contributors. This fact is very im- 
portant for one who cannot afford to spend years 
on the completion of a textbook—at a time when 
changes in therapy are rapid, when the develop- 
ment of new concepts of diseases are relatively 
frequent, and when it is so difficult to keep ahead 
of the enormous medical literature. The selection 
of contributors is a tremendous responsibility, but, 
if it is successful, it pays dividends, as shown in this 
work. 

In the short preface the authors state that they 
wish to stress the practical side of pediatrics, espe- 
cially its clinical application. This purpose can be 
seen in practically every chapter. The descriptions 
of diseases are short and clear, with just the neces- 
sary space given to pathology, etiology, diagnosis, 
differential diagnosis, the various forms of the dis- 
ease, prognosis and treatment. 

Only occasional chapters are lengthy—usually 
due to the importance of the subject. Thus we find 
in the chapter on pneumonia the various forms of 
this disease treated rather extensively, as well as 
the complications and the treatment. It is satisfy- 


*“The Child in Health and Disease,” by Clifford G. Grulee, 
M.D., Rush Professor of Pediatrics, University of Illinois, and 
R. Cannon Eley, M.D., Associate in Pediatrics and Communica- 
ble Diseases, Harvard University Medical School. 1,066 pages, 
illustrated. 1948, The Williams & Wilkins Company, Baltimore. 
Price $12.00. 
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ing to find discussions of many of the rarer types of 
pneumonia, as chemical and gas pneumonia, Léf- 
fler’s pneumonia, Ascaris pneumonia, Thrush 
pneumonia, etc. An extended chapter is devoted 
to another important subject: rheumatic fever. 

Usually each chapter, or at times each disease, 
is supplied with a short list of references, which, 
however, is not limited to the last few years—as is 
the custom nowadays—but at times goes far back 
to include early original descriptions or important 
contributions. 

The outstanding quality of the work is the ex- 
cellent presentation within a relatively small space 
of various conditions belonging to the same group, 
thus facilitating the study of the whole group and 
the comparison of the various conditions without 
getting lost in extensive descriptions of theories, 
experimental material, etc. This is shown in the 
compact grouping of the rarer contagious diseases, 
the congenital heart conditions, the various ane- 
mias, and the endocrine disturbances, and in the 
chapter on psychic disorders and mental deficien- 
cy. Excellent tables are most helpful for differen- 
tial diagnostic purposes—e.g. for the anemias which 
is reproduced here. 

Some chapters are particularly attractive to the 
reviewer, e.g. the one on diabetes by Priscilla 
White, which includes an excellent, concise de- 
scription of the routine treatment and _ insulin 
regulation, as well as the clear directions for 
prompt treatment of diabetic coma; the chapter 
on allergy by Bret Ratner; and the one on pedi- 
atric technic by C. G. Grulee, Jr. and McLemore 
Birdsong, to mention only a few. 

It was a good plan to concentrate all immuniza- 
tion procedures into a separate chapter and to in- 
clude rather large chapters on various phases of 
adolescence, especially the one on “Disorders of 
Puberty in the Female” which should prove very 
helpful to pediatricians. 
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HE chapters on accidental poisonings and “First 
Aid in Pediatrics” are in line with the intend- 
ed stressing of the practical side of pediatrics. Many 
chapters contain carefully selected illustrations 
(photographs and roentgenogranis), the number 
of which had to be limited in order to keep down 
the size of this rather heavy volume. Almost a 
dozen colored illustrations make the book more 
attractive and three colored tables illustrate the 
various malaria organisms. The many good statis- 
tical tables and sketches are most welcome. An in- 
dex of 59 pages facilitates the quick use of this 
practical textbook of pediatrics. 
All in all “The Child in Health and Disease” is 
an excellent contribution and should prove most 
useful for students and practitioners. The pediatric 


specialist may feel that many conditions have been 
slighted by somewhat skimpy descriptions and 
may have to consult more extensive works. This 
work, however, is not intended to present the 
latest detailed research material on not too impor- 
tant, rare conditions. 

On the other hand, one deplores the omission of 
conditions like lipodystrophy or the bare mention- 
ing of the Klipple-File Syndrome, the whole group 
of stenophalic anomalies, etc. The rewriting of 
many chapters after a space of years no doubt con- 
tributed to some inequalities in the way some are 
worked out by various contributions. The volume 
is well bound and attractive and very satisfactory 
from a typographical standpoint. 


New Books Received 


& CORNELL CONFERENCES ON THERAPY, 
Edited by Harry Gold, M.D. 


Volume III - - - 
337 pages. 1948, The Mac- 


millan Company, New York. Price $3.50. 


At the New York Hospital Cornell University Medi- 
cal College, there was inaugurated in 1937 a series of 
weekly conferences devoted to therapeutics. That these 
meetings have filled a fairly universal need is attested 
by the wide readership the recorded minutes have had 
and in three volumes of selected conferences. 

There seems to be an inexhaustible supply of subjects 
which require critical examination by a board of ex- 
perts in pharmacology and therapeutics. These subjects 
include reorientation in relation to fundamental ques- 
tions, such as is supplied in the chapter entitled “The 
Dose of a Drug”; exposition of the therapy for a path- 
ologic state as in “An Optimal Routine for the Man- 
agement of Congestive Failure” and “Treatment of 


> THE STORY OF BLOOD -.-- 


Barbiturate Poisoning”; and discussion of the applica- 
tions of a single drug as “Therapeutic Uses of BAL,” 
or a group of drugs, “The Rational Use of Cathartic 
Agents.” 

The participants in the Cornell Conferences on ther- 
apy recorded in Volume III manage somehow to cover 
the basic and clinical aspects of each of their subjects 
without deviating from the high standard set in the 
earlier two volumes. Information on therapy organized 
as it is in this book into fifteen self-contained packages, 
has a usefulness of the highest order. It provides the 
busy practitioner with essays covering the latest in the 
treatment of a variety of clinical problems, and up-to- 
date résumés of the uses of many therapeutic agents. 

E. B. C. 


By John H. Glynn, M.D., Assistant Manager of Armour 
Laboratories, Chicago. 285 pages. 1948, A. A. Wyn, 


Inc., New York. Price $3.00. 


Starting with the “History of Blood,” a chapter in 
which the author relates the earliest knowledge of 
human blood and the work of Galen, Harvey, Denys, 
and Landsteiner, this book goes on to an easily under- 
stood but thorough discussion of the functions and 


properties of the blood and circulatory system. Al- 
though written primarily for the layman, the book 
presents an interesting and authoritative review of a 
subject of vital concern to everyone. 

s. W. 








NEW BOOKS RECEIVED 


& CONDITIONED REFLEXES AND NEURON ORGANIZATION - - - 


By Jerzy Konorski, M.D., translated by Stephen Garry. 
267 pages. 1948, Cambridge, at the University Press; 
New York, The Macmillan Company. Price $4.00. 


This book, written by one of Pavlov’s students, is an 
attempt to bridge the gap between Sherrington’s neu- 
ron theory and Pavlov’s concept of the conditioned re- 
flex. It comprises an excellent and detailed critical 
analysis of Pavlov’s doctrine. 

The author admits that much of the theory formu- 
lated and acted upon by Pavlov is incorrect. However, 
he feels that the concept of the conditioned reflex can 
be incorporated into Sherrington’s neuronic theory and 
by such a process one can arrive at a basis for the un- 
derstanding of the activity of the cerebral cortex. To do 


this, the author assumes that the elaboration of a con- 
ditioned reflex consists in the formation of new func- 
tional connections in the brain. 

Considering the complexity of the subject matter, this 
book is excellently written and relatively easy to read. 
For those interested in this subject, it will serve as a 
very fine critique of Pavlov’s work. Certainly Professor 
Konorski’s new concepts will serve as an interesting 
challenge for those interested in the interpretation of 
cortical physiology. 

A. B. B. 


®& PERSONALITY PROJECTION: In the Drawing of the Human Figure - - - 


By Karen Machover, Ph.D. 194 pages, 16 figures. 1949, 
Charles C Thomas, Springfield, Illinois. Price $3.50. 


The author presents a method of personality investi- 
gation based on the theory that a human figure drawn 
by an individual will express the characteristic con- 
flicts, anxieties, impulses, and compensations of the in- 
dividual himself. 

The technic is essentially a simple one. The subject is 
merely asked to draw a male and female figure, and 
psychologic interpretations are then made from the 
completed drawings. 

The principles of analysis used by the author have 
been empirically derived from clinical material in clin- 
ics and hospitals, and the interpretations themselves ap- 
pear to be based on psychoanalytic theory. 

The book includes a description of the background 


of the test, administration, principles of interpretation, 
and a number of illustrative case studies The author 
states that the method has been reasonably verified in 
clinical application, but no objective validation studies 
are included in the book. The success of the technic ap- 
pears to depend mainly on the clinical background and 
subjective judgment of the examiner, and seems to be 
most successful when interpreted in conjunction with 
case history data. 

The book is provocative for those interested in pro- 
jective technics of psychologic analysis. There should be 
much more exploration and validation of the method 
before it is accepted as a diagnostic and therapeutic aid 
in the treatment of mental illness. 

A. C. 


®& THE BUSINESS SIDE OF MEDICAL PRACTICE - .- - 


By Theodore Wiprud, Executive Director and Secre- 
tary of the Medical Society of the District of Columbia 
and Managing Editor of the Medical Annals of the Dis- 
trict of Columbia. 2nd Edition, 232 pages with 22 fig- 
ures. 1949, W. B. Saunders Company, Philadelphia and 








London. Price $3.50. 


Although the average physician probably doesn’t wel- 
come it, there is a considerable amount of detail work 
and outside obligations involved in every practice and 
this book offers practical suggestions for much of this. 

In such chapters as “Personal Efficiency,” “Office 
Management,” “Necessary Financial Records,” etc., the 
author outlines methods for simplifying much of this 
necessary detail. In addition, he also includes chapters 


concerned with legal aspects of medical practice, public 
speaking, press relations, competition, group practice, 
investments, etc. 

Part of the text has been completely rewritten, new 
bibliographies substituted for old, and additions made 
where indicated. Chapters on “Opportunities for Medi- 
cal Leadership,” “Group Medical Practice,” and “The 
Doctor Looks to the Future” are entirely new. 


PAUL DUDLEY WHITE 


“How pure is a pure Yankee?” 
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“There's no end to what may be accomplished.” 


ow pure is a pure Yankee? Genetically and 

genealogically considered, that constitutes, 

as our legal friends would put it, a very 
nice question. How would the descendant of the 
descendant of the union of a family of Loyalist 
emigrés with the family of a minuteman in the 
American Revolution qualify? Throw in a father 
who was born on Bunker Hill, by that time clear- 
ed of red-coated Hessians and become a desirable 
residential neighborhood; and for the medically 
interested a grandmother who died of cholera in 
the last flare up of that dread disease in the United 
States. Base these strains solidly on New England's 
rock-ribbed_ hills, season liberally with Harvard 
education, and serve with a spicy soupcon of 
European travel. The result is as Bostonian as 
baked beans and brown bread, but far 
palatable—and more popular. 

Such indeed were the highlights of Paul Dudley 
White’s ancestry. Over two hundred years ago 
his people migrated from Weymouth, England, to 
Weymouth, Massachusetts, just outside of Boston. 
Rumblings of the coming struggle of the colonies 
to free themselves from English rule reverberated 
through the little settlement early in the °7o’s. 
Their harmony lost, the group divided on the is- 
sue, and with certain other Loyalists, the “Dudley” 
branch of the family, then the Kings, moved to 
Halifax in protest. Several wars and generations 
later the family returned to Boston where their 
charming daughter resumed her traditional place 
by distinguishing herself at the Girls’ High School 
in Boston. While in attendance there she met and 
was captivated by young Mr. White, a student at 
the Harvard Medical School. And their son, Paul 
Dudley White, has thoroughly enjoyed visiting his 
Tory relatives still living in Halifax, Canada. 

So much for facts dressed in the quaint charm 
of Colonial costumes and the grave simplicity of 
an earlier day. But the senior White found the life 
of a family doctor strenuous and more rewarding 
in deep personal satisfaction than in the money 


more 
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necessary to keep a wife and children in luxury. 
He himself had been orphaned in early childhood 
and brought up by his grandparents in the neigh- 
boring town of Randolph, so there was little fam- 
ily financial help to look to. Young Paul and his 
brother had to make their own way through school 
by working, tutoring, and winning scholarships— 
a task that neither youngster found too arduous. 
In spite of their inside knowledge of the hard- 
ships of a general practitioner’s life both boys de- 
cided to become doctors. Their mother, unspoiled 
by her academic success at the Girls’ High School, 
was solidly behind their resolve, giving generously 
of encouragement and loving confidence. From 
the perspective of a lifetime of service, Paul Dud- 
ley White wrote to a Boston newspaper his tribute 
to the wives and mothers of physicians. 


To the editor of The Herald: 

I would like to pay a tribute to the wives and mothers 
of physicians, for my late mother was both. Their lives 
of service, sacrifice, and devotion are perforce dedicated 
not only to their families, but equally to the demands 
of suffering humanity. It is a double task and privilege 
which the world at large often fails to recognize, but 
which is heroically borne by hundreds of thousands of 
women the world over. And in my travels I have found 
the same self sacrifice everywhere. 

The physician himself may have the constant care of 
his many patients who, although usually very consider- 
ate, may require his presence in the dead of night or in 
the midst of a dinner party or of a play or a concert or 
as he is about to set out on some long planned and 
eagerly anticipated holiday or vacation. Many a time 
as a boy did I see this happen when father, who was a 
family doctor, was so summoned. Courage of the 
mother then was needed to conquer the disappoint- 
ments of the whole family and such was gently shown 
on many an occasion by my mother. 

The sacrifices of the families of physicians to the en- 
grossing nature of the profession of medicine, be it prac- 
tice or research or teaching or other fields of medicine, 
deserve the recognition and the gratitude of every com- 
munity just as much as do the sacrifices of the doctors 
themselves. It is a privilege to acknowledge this debt 
that we all owe to the wives and mothers of physicians. 
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Dr. White’s brother, Dr. Joseph Warren White, 
who this year became chairman of the Orthopedic 
Section of the American Medical Association, is a 
distinguished doctor in his own right. To avoid 
recurring attacks of asthma he moved from New 
England first to Honolulu and then later to Green- 
ville in the Piedmont section of South Carolina. 
There he is in excellent health and lives a busy 
professional life including acting as chief of the 
Greenville Shriners’ Hospital for the care of crip- 
pled children. 

Young Paul White attended Harvard College 
and the Harvard Medical School, earning his way 
by means of scholarships and prizes. He served his 
internship at the Massachusetts General Hospital 
under a notable faculty of some of the greatest 
doctors and teachers ever assembled. His early 
years at M.G.H. were interrupted by one that he 
spent abroad as a Harvard Travelling Fellow. 
That award he put to good use, concentrating on 
the study of the heart and the diseases it is heir to 
under the able direction of two great Englishmen, 
Sir James MacKenzie and Sir Thomas Lewis. In- 
spired with enthusiasm both for his European ex- 
perience and for the field of medicine he had begun 
to explore, he returned to Boston only to be informed 
in general that heart disease was not a recognized 
field of specialization. It was then that he could be 
grateful to the far-sighted men at Massachusetts 
General Hospital who not only arranged for him to 
continue but were instrumental in providing him 
with equipment—clumsy perhaps and unreliable, 
but the best of its kind then known. 

Massachusetts General Hospital has hospitably 
cradled many an innovation in medical technic, 
nursed many an embryonic idea to a useful matur- 
ity. One of its most famous prodigies was the 
operation performed high up in the old Bulfinch 
Building in which ether was first publicly used to 
anesthetize the patient. The Ether Dome is now 
revered in medical history, but the hospital has 
occasion for commemorative plaques even in the 
recesses of the basement. For it was there, under 
the skin ward, that there was installed in the fall 
of 1914, one of the first electrocardiographs to be 
used in this country. Actually, it was a Cambridge 
model of the Einthoven string galvanometer, a 
bulky, oversized, highly temperamental contrap- 
tion alternately ridiculed and decried by doctors 
who knew little of its usefulness and didn’t care 
to be convinced. But young Paul Dudley White, 
with the hearty backing of Dr. David Edsall, new 
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chief of the Medical Service, devoted himself en- 
thusiastically to the nurture and understanding of 
the new device. The young man had every right 
to stand as its sponsor for he had brought the in- 
vention home from England. For a year he had 
been studying hearts and their peculiarities in Lon- 
don under the tutelage of the distinguished Eng- 
lish specialists already referred to, Sir James Mac- 
Kenzie and Sir Thomas Lewis. 


COLLEAGUE at that time recalls vividly how they 

felt. “A lot of the men told Paul he was 
crazy, puttering day after day with that clumsy, 
unreliable machine in the dark down there. It was 
set up in an improvised room adjoining the bath- 
room used by luetic patients, and we were afraid 
any light would spoil our films so we'd stumble 
around in the dark. But no one else had Paul’s 
patience or persistence. He was determined to 
master that field completely, and he plugged away 
every hour he could snatch from his other duties. 
Sometimes the salt mixture we used to establish 
contact between patients’ skin and the controls 
dried out too soon; sometimes the films were blur- 
red. After working all day with that thing he 
might have only three or four pictures—or even 
none at all, but he never gave up. You know he 
wasn’t married in those days, and he set up bache- 
lor quarters in the hospital and lived there, kept 
at it night and day.” 

And the criticism of his colleagues didn’t con- 
sist merely of good-natured ribbing. Recognizing 
the young man’s ability and character, they would 
point out that he was a good teacher, indeed an 
outstanding teacher, and that confining himself to 
one absurdly narrow specialty not only cancelled 
his chances of getting ahead along recognized lines 
but lessened his usefulness, an argument designed 
to appeal to a young man of ideals seasoned with 
common sense. 

Doubtless Paul White listened politely, smiled 
with characteristic warmth and charm, and went 
right back to digging out facts and more facts that 
would eventually give him mastery of his field. 
Years later Dr. White himself spoke with appreci- 
ation of that early machine. “The old electrocardio- 
graph did yeoman’s service indeed. In seventeen 
years it wrote 21,160 electrocardiograms and helped 
to demonstrate that it and all its brothers, sisters, 
and descendants were not useless toys, but were 
vital additions to clinical medicine in the proper 
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understanding of heart disease.” 

Outside the confines of Massachusetts General 
Hospital, 1914 was a portentous year. Even in his 
sequestered little room Paul White heard the rum- 
blings of disaster. With memories of his English 
teachers and friends vivid in his mind, and, who 
can say, perhaps an extra dose of emotion engen- 
dered by that Dudley blood urging him on, he 
enlisted with the British forces, serving in their 
ranks until the United States entered the war. 
Thereupon he transferred to the American Ex- 
peditionary Forces, and in 1917 was stationed at 
Base Hospital No. 6, near Bordeaux, an assign- 
ment that he found particularly congenial since 
the hospital was staffed by a Harvard Unit re- 
cruited largely from his old friends and colleagues 
at M.G.H. One might suppose chances for cardiac 
study would be meager at best, but not so for the 
resourceful Captain White. He carried on by stag- 
ing baseball games to test the heart reactions of 
convalescent soldiers! 

Rigid specialization too frequently blinds its 
followers to other needs and opportunities. Paul 
White was never so handicapped. Scarcely had the 
Armistice been signed when the young doctor, 
seated at a cafe table in Bordeaux behind a grow- 
ing pile of saucers, had outlined to him by a 
friend, the beloved Dr. Francis Peabody of Bos- 
ton, a dream of taking medical supplies and aid to 
the Balkans. With the aid of several colleagues in 
the Base Hospital and with common sense and 
energy the dream was translated into reality, and 
there was organized a Greek Medical Unit of the 
Balkan Commission of the American Red Cross 
for service in Eastern Macedonia. It was White’s 
first international work, and for it he was twice 
decorated by the Greek government. Cold words, 
“decorated by a grateful people”; conventional 
gesture, this pinning of a bright medal or a bit of 
ribbon to the lapel of a business suit. But for once 
in this wracked and tired world the heart-warm- 
ing reality of human gratitude behind the cere- 
mony was revealed when Dr. Paul White, his early 
promise grown to world-wide prestige, returned 
in 1946 to Czechoslovakia and in 1948 to Greece. 
He travelled in distinguished company on these 
Unitarian Service Committee’s “medical teaching 
missions,” but to the Greeks Dr. White was truly 
a friend—an old friend, proved, true, and joy- 
fully welcomed back. 

These were independent groups without gov- 
ernment tie-up or distracting demands of publicity. 
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Primarily, these carefully selected medical men 
concerned themselves not with relief or research, 
but with teaching—teaching by an interchange of 
experience and ideas among medical men; by a 
renewal of contacts with medical groups cut off by 
the war years from the rapid development of new 
drugs and new technics; by friendly communica- 
tion and contact with people. People, after all, are 
patients, and patients rely not only on the skill but 
on the human wisdom of their doctor. 

Actually, of course, a great deal of specialized 
equipment, a great many crates of books accom- 
panied the doctors on their travels. “Each special- 
ist provided his own instruments, special drugs, 
lantern slides, and as many American books and 
medical journals—priceless in Czechoslovakia and 
other countries of devastated Europe—as baggage 
limitations would allow. A difficulty arose at one 
time when it was learned that Dr. Leo Davidoff’s 
electrocoagulation apparatus for sealing off tiny 
hemorrhages in neurosurgery would not operate on 
150-volt, 50 cycle Czech current. Hastily, the manu- 
facturer was consulted. Normally it would take 
fourteen months to produce the needed equip- 
ment; in this case, however, the specially built 
electrosurgical unit “would be ready by sailing 
date.” Fortunate that modern electrocardiographs 
are compact and streamlined, bearing little resem- 
blance to the cumbersome cabinet some six feet 
square that served Dr. White so long ago! 


T was a distinguished company that assembled in 
Prague early in July, 1946. There was Brunsch- 
wig, now in New York, Ralph Gerard of Chicago, 
a trio from New York University including Emery 
Rovenstine, the anesthesiologist, Emmett Holt, 
pediatrician, and Colin McLeod, bacteriologist, also 
Leo Davidoff, neurosurgeon from Columbia; there 
was Plass of Iowa, Thomson of Nebraska, Krayer 
and Aub of Harvard, Logan of Cincinnati, Volker 
and Lazansky of Tufts. Truly a group of whom 
their sponsors and their chairman, Paul Dudley 
White, might be proud! 

Their task was colossal. “Between 1939 and 1945 
Nazis had kept the medical schools closed and the 
medical profession sealed off from the rest of the 
world. Worse still, doctors, like all scientists were 
persecuted, interned, and frequently massacred. In 
many parts of the country the only surviving medi- 
cal men in 1945 were those who had worked 
throughout the war disguised as common laborers. 
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American Medical Mission to Greece (Unitarian Service Committee) in Athens in the University Aula, 
April 18, 1948. Dr. White is introducing Professor Ralph Gerard of Chicago. The university president sits direct- 
ly below the rostrum and the medical dean has his insignia of office around his neck. 


Now the liberated medical profession was making 
a valiant effort to reconstitute itself, but against 
enormous odds. 

“Six classes of medical school graduates had been 
lost. Six years of world medical progress, involving 
some tremendous scientific innovations which the 
devastated country desperately needed, had passed 
by the Czechs, the Moravians, and the Slovaks. 
There wasn’t much sense in sending new drugs 
and new equipment to doctors who didn’t know 
how to use them. Medical teaching ought to have 
top priority.” 

And so, after a brief bow to the formalities by 
way of a reception by the Minister of Health, the 
American “faculty on wheels” began its jolting 
progress, mostly in buses and taxicabs, over 2,375 
miles of Czechoslovakia. There were lectures, 226 
of them, graded from highly technical for special- 
ists in certain fields to comprehensive, illustrated 
talks for general practitioners. There were hun- 
dreds of ward rounds, much clinical work and 


technical demonstration. There were even twenty- 
eight operations, performed to show the actual use 
of our new drugs and methods. Dr. James E. M. 
Thomson introduced the first rotating saw the 
Czech surgeons had ever seen. He showed them 
how to heal fractures with vitallium plates and 
screws—equipment which was lying neglected in 
UNNRA storehouses because the local doctors had 
no idea of its use. Dr. Brunschwig performed some 
spectacular operations for cancer of lungs, esopha- 
gus, and abdominal cavity with the vital help of 
the magic of American anesthesia as conducted 
by one of its greatest contributors, Dr. Rovenstine. 

Similarly, the American men were shocked by 
the lack of knowledge about sulfa drugs and peni- 
cillin. Ruefully they recollected that this new 
chemotherapy, now routinized in the United 
States, had developed almost entirely since the 
Nazi blackout. Many of the specialists were inter- 
ested in the uses of penicillin so they devised a 
regular question and answer quiz, modelled after 
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Information, Please to tell the story briefly and 
vividly. And here too, their chairman, Dr. Paul 
White, “the eminent Harvard cardiologist,” was 
closely concerned. “One of the most dramatic ad- 
vances in the medical treatment of heart disease 
has been in the use of penicillin in the prevention 
and treatment of subacute bacterial endocarditis, a 
specific infection of the heart valves. Before the use 
of penicillin, this condition was 99 per cent fatal, 
but today cure is possible in the great majority of 
cases.” 

After almost two months of unremitting work, 
the group that reassembled in Prague were bone- 
tired men. But they had accomplished much more 
than could ever be tabulated in columns of statis- 
tics. On city streets, in village squares grateful peo- 
ple hailed them by name, tried to express their 
appreciation by word and gesture. And once more 
the “American professors” turned thankfully to 
their chairman, for it was he who delighted both 
lay and professional gatherings by responding to 
all greetings in halting but perfectly understan- 
able Czech! 

Dr. White has never been one to content him- 
self with a passive acquiescence in the custom of 
the country; he translates and transports the best 
of what he observes. As witness the morning he 
welcomed, in the neon-lit impersonality of Boston’s 
South Station, a distinguished French physician, 
Professor Laubry, his friend and often his host in 
happier days in Paris. To the stupefaction of staid 
commuters, he kissed the Frenchman enthusias- 
tically on both cheeks, punctuating his salutation 
with French exclamations of delight. 

Since the 1946 mission achieved so notable a 
success, plans were drawn up to repeat the venture 
in 1947 and in 1948, extending its usefulness to 
other countries, notably to Austria and to Italy and 
Greece respectively. In June, Charles University of 
Prague was to celebrate the 600th anniversary of 
its founding, an occasion to be attended by repre- 
sentatives of institutions of learning from all over 
the world and marked by the bestowal of honorary 
degrees. Dr. White was one of the men so single. 
out, and he sailed with his wife for England on 
March 2oth, carrying with him as Harvard's of- 
ficial delegate an elaborately engrossed congratu- 
latory scroll from that university. 

A month earlier there had occurred the Com- 
munist coup and the lowering of the Iron Curtain 
over what had been one of the most courageous 
and progressive of the small European states; and 
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before the ceremony took place President Conant 
cabled Dr. White cancelling all plans for represen- 
tation of Harvard at the Charles University cele- 
bration. Heads of many other American institu- 
tions followed suit. On the contrary, the French 
academicians did not withdraw, and in the end the 
chief speech, immediately following President 
Benes’ own address, was given by the rector of the 
Sorbonne. 

Faced with such a dilemma, Paul White char- 
acteristically followed the path indicated by his 
own thinking. That was based on a deep belief in 
the permanent and continuing value of a great 
center of learning like Charles University in spite 
of the transient wars and periods of alien domina- 
tion that swirled about it. In the six hundred years 
of history that it had weathered there had been 
crises that at the time doubtless seemed as catas- 
trophic as the occupation of the country by the 
Russian Soviet. But the light which illumined 
man’s search for truth had never been extinguish- 
ed, and Dr. White saw no reason to suppose that 
six hundred years of history was reversing itself 
in the summer of 1948. Moreover he has an extra- 
ordinarily high conception of the duty of medical 
men. Their concern for man’s welfare should put 
them above political quarrels; in addition, their 
close relationship to their trusting patients puts 
them in a position to win their confidence. Ac- 
cording to his view it is not beyond the hope of 
reason that doctors may actually infiltrate where 
others fail. 


o at the academic festival in Prague there were 

bestowed two honorary degrees in medicine— 
one on Réné Leriche, celebrated French surgeon, 
one on Paul Dudley White, eminent American 
cardiologist. In accepting the honor Dr. White ex- 
pressed to the University not only his apprecia- 
tion but his respect for its great past, his hope for 
its noble future. He did not condone its unfortu- 
nate present. 

The teaching mission that spring of 1g48 was 
assembled in Greece where at Athens and Salonika 
it embarked on a series of lectures, conferences, 
clinics, even the treatment of patients—sometimes 
an anxious American, ill in a foreign land, and 
eager to see a doctor from home. But even more 
privileged patients claimed their attention. Dr. 
White prescribed for the dentist to the King; he 
treated the mother of the Admiral of the Greek 
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Dr. White lecturing in university amphitheater in 
standing by. April 1948. 


Fleet so helpfully that a destroyer was put at his 
service to convey the mission to Mt. Athos! There 
at one of the ancient monasteries, by the flickering 
light of candles and oil lamps there lined up long 
rows of solemn, apprehensive monks many of 
whom had doubtless never had a medical exam- 
ination in their lives. With their angular hats, black 
beards, and voluminous robes they made a picture 
not easily forgotten 

Even in Greece, poor and strife-torn though that 
country may be, Dr. White found cause for opti- 
mism. For example, man’s constructive struggle to 
improve his own lot and that of his fellow man 
was signalized by the work being done in the 
American schools in the Near East. Many of them, 
like Robert College and the American College for 
Women in Istanbul are familiar to us. In addition 
Dr. White found Anatolia College, five miles north 
of Salonika, doing splendid work for Greek girls 
and boys with a mixed Greek and American fac- 
ulty under the able direction of its president, Pro- 
fessor Riggs, and of its dean, Mr. Compton and his 
wife. There was also the well-run American Farm 
School near Salonika, and other projects that justi- 


Athens with his interpreter, Dr. Lorandas of Athens 


fied Dr. White’s enthusiasm for the good will cre- 
ated for the United States in world relations by 
such ventures. 

In Dr. White’s view, medical men along with 
educators occupy a preterred position as apostles of 
truth and harbingers of good will untainted by 
political bias or selfish nationalism. The purity of 
the scientific method and the idealism of their aim 
ot healing men’s bodies, alleviating men’s suffering 
should unite them in a compact international 
group. And through that self-dedicated group Dr. 
White feels that much can be accomplished for the 
peace and progress of the whole world. 

On May 1g the mission flew to Rome; there was 
an interview with the Pope; photographs in Vati- 
can City with the Swiss guards—an interesting 
study in contrasts for the philosophic-minded; and 
finally a repetition of the pattern of lectures, con- 
ferences, demonstrations, and clinics up and down 
the length of Italy. By the middle of June the work 
they had mapped out for themselves was com- 
pleted, and the various members returned home by 
different routes. 

The accomplishments and importance of the 
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American Medical Mission to Italy (Unitarian Service Committee) shown on their first day in Rome, May 





20, 1948. Dr. Vittorio Puddu of Rome is on Dr. White's right and Dr. Chester Jones of Boston on Dr. Puddu’s 
right. Dr. Howes of New York is behind Dr. White w:th Captain Kessler, USN on his left. 


Unitarian Service Committee’s teaching missions 
is an absorbing story in itself. It has its place in an 
account of Paul White because his work for them 
so perfectly illustrates certain elements of his own 
character. He went abroad neither as gaping tour- 
ist nor as smug specialist in his field who had 
achieved distinction and knew its worth. Instead 
he was a returning friend, warm-hearted, eager to 
share with his colleagues and acquaintances of 
earlier years what he had been fortunate enough 
to gain. For in the long years between 1916 and 
1946, there had been private trips to Europe, holi- 
day excursions to Italy and to Greece. 

Strange what fascination the southern countries 
and their laughter-loving people had for the self- 
disciplined New Englander! His first great work 
on heart disease was written in the garden of an 
Italian villa at Anacapri, the tiny town high on the 
peaks of fabulous Capri where he and his wife had 
as their neighbors Francis Brett Young, Norman 
Douglas, and Axel Munthe. Even then his case 
records were voluminous. In trunks and crates they 
were carried from the village on the heads of wom- 
en who walked slowly past the terraced vineyards 
and the outcroppings of volcanic rock to the house 


the American doctor had rented from two Dutch 
artistes. 

Dr. White still speaks wistfully of the sunlight 
and beauty of that interlude. “I'd spent several 
months in the great medical libraries preparing 
for my job—two months in the fog and damp of 
London; a month in Paris; then another two 
months in Vienna—cold, unheated rooms, clinics 
and laboratories, dank and drafty book stacks. 
Then we came to Capri with its brightness, its 
flowers, the surrounding blue glitter of the sea 
some of the older men had warned me against 
taking a year off, but I thought my patients would 
remember me. That book needed to be written.” 

In 1932 he again visited Greece, this time with 
his wife, travelling for pleasure to Crete, Rhodes, 
the other Aegean Islands. Always, like a true cos- 
mopolite, he found much to admire, more than 
a little to emulate in foreigners. To his outgoing 
and adventurous nature they were not a strange 
species to be observed and suspected, but just peo- 
ple to be liked for themselves, regardless of un- 
usual habits or opinions. Dr. White embodies a 
goodly share of such New England qualities as 
conscientiousness, devotion to work, idealism, and 
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duty but he is never bogged down by such vir- 
tues. There is time for gaiety and effervescence. 
It bubbles up at the most unexpected moments. 


nN Washington, on June 4, 1946, Dr. White was 
[included in a group of fourteen distinguished 
physicians on whom Czechoslovakia bestowed its 
highest honor, the order of the White Lion, for 
their services to that country as members of the 
Unitarian Service Committee Medical Teaching 
Mission. Ambassador Juraj Slavik, who made the 
formal presentation, called the Unitarian Missions 
“the most important work for health and rehabili- 
tation which is being done in the world at pres- 
ent.” It was a dignified occasion; equally dignified 
was the dinner at the Mayflower which followed. 
As it happened, Dr. White was obliged to leave 
early. He did not slip away unobtrusively; on the 
contrary, no one present at that function will ever 
forget the manner of his leave-taking. He rose, 
embraced his host, Ambassador Slavik, saluting 
him on each cheek in approved continental style, 
and then thanked him in eloquent albeit Boston- 
accented Czech for the honor done him. Turning 
to the assembly he flourished a bottle of slivovitz 
(prune brandy), gave the signal for a final toast, 
and bowed his way out with all the group singing 
the Czech national anthem! 

There’s nothing imposing or even arresting 
about “Boston’s great cardiologist,” and though 
some of his ideas may be memorable, one’s recol- 
lection of the man himself is of an eager and 
charming companion. He is slightly built, a trifle 
below the average in height, and has a firm, 
healthy-colored ruddiness of complexion that takes 
kindly to the tweed suits and solid color shirts the 
doctor prefers. During the years his hair and mus- 
tache have changed imperceptibly from mostly 
sandy to mostly gray, and the inconspicuous eye 
glasses neither shield nor disguise the earnest blue- 
gray eyes. 

It’s hard to believe so wiry and active a man 
can be well launched into his sixties, and one 
gropes for the key of well being so consistent that 
no one can remember his having been ill during 
the past thirty years. Surely the secret is to be 
found in the regularity of his habits; obviously he 
thrives on routine. But the strenuous schedules 
and haphazard hours of his European jaunts left 
him unshaken. Then it’s his abstemiousness. For 
twenty years it’s been a joke with those who know 


him that Paul White invariably lunches at a sim- 
ple corner confectionery store within stone’s throw 
of the hospital. His order never varies. “Bring me 
my special.” Solemnly, the little waitress deposits 
it: a milk shake or a glass of chocolate “frapp,” a 
minute cellophane package of crackers stuck to- 
gether with peanut butter! 

“No, I don’t necessarily prescribe it for every- 
one,” says the doctor opening the sealed package 
with his pocket knife. “I’m lucky in my ancestry, 
that’s all. My mother was slight and died at eighty- 
eight. My father put on too much weight and died 
suddenly at seventy-one; perhaps that’s why I look 
askance at extra weight.” ; 

His deceptively frail appearance belies the hearti- 
ness of his tastes. Always fond of Boston and feel- 
ing himself at one with Massachusetts’ brisk aus- 
terity, nonetheless he enjoys the open spaces and 
casual manners of the West. On a recent trip he 
exulted in the colorful towns of Santa Fe and 
Taos, afterward proceeding up the California 
coast to Washington where he lectured at the 
three-year-old state medical school. “It’s a young 
man’s country. The air is clearer and a man’s less 
bound by tradition. It rather pleased me that even 
after the Russian coup the University of Washing- 
ton wasn’t afraid to deliver its congratulations to 
the six-hundred-year-old Charles University in 
Prague... . I gave another speech on that Western 
trip too. In Spokane. It wasn’t on the schedule, 
but I said I'd be glad to talk if they'd take me out 
and show me the Grand Coulee Dam. It’s mag- 
nificent, simply indescribable. . . .” 

Dr. White’s travels have a way of mixing hap- 
pily with his life as a whole. One of the rooms of 
his “farm” some thirty miles outside of Boston is 
not only his study in the summer, but the occa- 
sional repository for some of his extraordinary col- 
lection of old medical books. This collection has 
its customary place in a special section of his 
library in his house in Belmont which is the fam- 
ily home in winter, spring, and fall. He started 
accumulating these old books on his 1928 Euro- 
pean visit, in Rome, Florence, Vienna, Paris, Lon- 
don, all the great centers where he consulted old 
medical volumes, and gradually succumbed to the 
charms of rarity, quaintness, exquisite workman- 
ship. He has a first edition of Vesalius’ Anatomy. 
His oldest printed volume, an Incunabulum On 
the Pulse, is dated 1484. He has no patience with 
cautious souls who would bury such treasures in a 
vault. Many of his most precious finds are worn 
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and tattered from use and from handling by ap- 
preciative friends. He exhibits them with the same 
pride that leads him to point out the two-hundred- 
year-old beams, and the old wooden wheel that 
helped to raise buckets of water from the well 
under the room that has housed some of the old 
books. There is a windmill now over a driven 
well on the hillside above, that supplies the house 
with water. 

The simplicity and taken-for-granted tradition 
that characterize the library also permeate the rest 
of the house. It’s a hospitable home, this modest 
gentleman’s farm for country living in the sum- 
mer,* and it has a long though somewhat violent 
history. It’s in the town of Harvard, near Groton 
and Ayer, and according to the authoritative local 
town history and the county records, it was built 
in 1725 not long after King Philip’s War. Most 
earlier houses thereabouts had been burned by the 
Indians (all built before 1680), and still moved by 
wrath the English settlers offered a bounty of £100 
for every “bad” Indian’s scalp brought to them— 
half price for women and children. Tradition has 
it further that ten enterprising Harvard men got 
ten full price male Indian scalps, and that with his 
bounty money one of the more thrifty and indus- 
trious named Ephraim Farnsworth built the farm- 
house that still forms part of Dr. White’s summer 
home. Many a visiting celebrity has chopped wood 
with his host or ridden the children’s horses. There 
are beehives too and a brook that might remind 
one of the doctor’s passion for trout fishing, though 
that hobby can be indulged only once or twice a 
year. Dr. White’s eyes sparkle as he describes 
landing a fifteen pound salmon in England not so 
long ago. From his earliest student days he has 
preserved warm friendships in that country. Dur- 
ing the war the youngest daughter of his old teach- 
er, Sir Thomas Lewis, lived with the Whites and 
reciprocal visits are always in order. 

Quite as much as his home Dr. White's office 
down in the old Bulfinch wing of Massachusetts 
General reveals his multitude of interests and the 
single driving force that has unified them. The 
rooms themselves are improvised cubby holes, 
dark, shabby, and equipped with such necessities 
as a slip-covered wing chair, a scale to weigh pa- 
tients, and an outmoded glass-front book case clut- 
tered with loose periodicals and medical books. 
On the walls such obvious items as red-coated 


*In the winter the White family lives in a house in Belmont, 
about eight miles northwest of Boston. 


hunters pursuing the inevitable fox have been 
pushed behind the door to make room for a series 
of old botanical prints of belladonna and conval- 
laria, precisely colored and lengthily labelled in 
Latin. Next to an etching of a Renaissance door- 
way hangs a colorful modern print of a peon 
bowed under an enormous basket of fruit. Near- 
by, scrawled across in friendly greeting, is a photo- 
graph of Dr. Maude Abbott, the Canadian doc- 
tor, who accompanied the Whites to Greece and 
the Aegean Islands in 1932. And near the door are 
some yellowed newspaper clippings and views of 
the Harvard College Observatory and the M.G.H. 
from Cambridge Bridge on the Charles River. 
They are dated May 17, 1851, and seem to have 
been published in “Gleason’s Pictorial Drawing 
Room Companion.” 

Trivia and random mementoes perhaps, but 
they are extraordinarily eloquent of the course a 
man’s life has followed from his early determina- 
tion to master the idiosyncrasies of a primitive 
electrocardiograph to the preeminence in cardi- 
ology that is his today. But Paul White has neither 
time nor inclination to bother with how his col- 
leagues rate him. As a matter of fact that detail is 
very adequately taken care of by the imposing list 
of learned and honorary societies of which he is 
an officer or a member. 


i Bang Paul White is by no means ready to rest 
on his abundant laurels. He is not only look- 
ing ahead, he is doing something about it. Within 
the last few months he has regretfully deserted the 
cluttered familiar offices at the Massachusetts Gen- 
eral for more spacious and streamlined quarters 
on Beacon Street. There, still in close touch with 
his associates of many years, Howard Burnham 
Sprague and Edward Franklin Bland, he is begin- 
ning a new chapter in his career. It isn’t private 
practice exactly nor is it orthodox research, though 
there will be elements of both. Perhaps it’s better 
for the doctor to speak for himself. 

“I've seen enough private patients for any man 
in one lifetime—examined the 10,o00th in the 
spring of 1947. As it happens there have been sev- 
eral hundred since, old friends, relatives of friends, 
friends of colleagues—but that’s beside the point. 
What I really regard as important are my records 
on those 10,000 patients, very often covering a 
twenty-five year follow-up period from the time I 
first saw them. There’s a wealth of material there, 
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Photo by Hans Knopf}, reproduced courtesy 
“This Week Magazine.” 


“What can we do for this patient?” 


and in it, I’m convinced, lie a few of the clues to 
those persistent questions of cause and prevention 
of heart diseases. The patients themselves are 
pleased to be of medical use in compilations and 
studies. They’re like an old man we saw in one of 
the cardiac wards at the hospital the other day. As 
is usual at the Massachusetts General on rounds 
there were half a dozen visiting foreign doctors 
along. There was an Argentinian, a Londoner, a 
Frenchman, a dark young chap from Iraq, and a 
Mexican—all of these in addition to junior associ- 
ates, graduate students, and the young cardiac 
fellows who spend two to five years training with 
us. Well, when he was introduced to all those for- 
eigners the old fellow was pleased as Punch— 
guessed he’d have to get well with the attention 
of the whole world centered on him like that! 

“You know Boston’s a great center for medical 
study and research these days. Students used to go 
to Paris, then to Vienna, now its here in the 
U.S.A. and often Boston. It’s a wonderful thing 
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in many ways, but very often there are so many 
from foreign countries that we’re hard pressed to 
make room for our own native youngsters. In 
addition to the big crop of graduate students, we 
teach the fourth year medical men—and some of 
the third year group too—by clinic and demon- 
stration. We rely much less on formal lectures 
than we used to. The new method certainly works 
but it puts added strain on facilities at the hos- 
pital—including the teaching staff. 

“That’s really a digression, but naturally I’m 
proud of the work we've done at the Massachusetts 
General, including the study of cardiovascular dis- 
ease where there’s been genuine pioneering.” 


pes doctor’s blue-gray eyes looked far beyond the 
clouded window, and he fingered the knot of 
his hand-woven wool tie a bit self-consciously. 

“As he gets older a doctor’s views get broader 
and more philosophical. He looks beyond the in- 
dividual patient and his symptoms to public health 
problems—even to world health and the world 
situation, spiritual as well as physical. First of all 
when you start out you treat bodies; then that’s 
not enough and you go on to mental attitudes; 
finally to your patients’ souls—maybe that sounds 
rather silly, but there’s a lot of truth in it.” 

The obligation of those who recognize the 
world’s tragic need and are capable of ministering 
to it is a difficult thing to define, but it is part of 
the heritage of idealistic men everywhere. Small 
wonder that it burns so clearly in a man trained by 
Roger I. Lee, William H. Smith, Henry Jackson, 
Henry Christian, David Edsall, and that outstand- 
ing humanitarian of them all, Richard C. Cabot. 
It was during his regime that young Paul White 
saw put into actual operation at M.G.H. what was 
the first social service system in the United States. 
Methods of home care were developed and incul- 
cated. Back of all procedure was implicit the 
query: “What can we do for this patient?” Size of 
the institution and its efficiency were never cor- 
related with coldness or inhumanity. The vision 
of the great teachers who molded him is apparent 
in all that Dr. White does. 

“Naturally,” continued the eager sandy-haired 
man across the desk, “methods have changed. I 
don’t mean just methods of diagnosis and treat- 
ment either, but something far more fundamental; 
namely ways of informing people about heart dis- 
ease, putting them on their guard against it, dis- 
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pelling their irrational fears—eventually even find- 
ing out how to prevent it.” The old dream glowed 
in his eyes but his words were matter of fact. 

“Heart disease is our biggest killer, more impor- 
tant than the next five causes of death put to- 
gether. We know the three major health problems 
involved: rheumatism, including that scourge of 
children, rheumatic fever, high blood pressure, ar- 
teriosclerosis. It seems to me we've got to attack 
this thing from the public health angle. We’ve al- 
ready made a fair beginning. To stimulate public 
interest and public contributions we have the Ameri- 
can Heart Association, and last July Congress passed 
the American Heart Act. That authorizes the gov- 
ernment to set up a National Heart Institute, rather 
on the pattern of the National Cancer Institute. Can- 
cer was the first field in chronic disease which the 
government opened to research, but now there’s the 
National Dental Institute, the Micro-Biologic Insti- 
tute, and the Institute for Mental Health. A great 
deal of good can be accomplished by supplementing 
and cooperating with our own researchers. And a 
really tremendous number of men can eventually be 
trained.” 

Dr. White was enthusiastic and ready to talk fur- 
ther on his subject. 

“The twelve private citizen members of the 
National Advisory Heart Council have only very 
recently been appointed, consisting of six doctors 
somewhat like myself and six top notch laymen. 
There are in addition four ex-officio members rep- 
resenting the Army, the Navy, the Veterans 
Administration and the Public Health Service re- 
spectively. The Institute itself is headed by Van 
Slyke—he’s an excellent doctor and executive and 
very able in public relations. There are other pub- 
lic relations experts, too, available to the National 
Heart Institute, some social workers, some doctors. 
There’s no end to what may be accomplished.” 


Freee of the original group of doctors who was 
active in forming the American Heart Asso- 
ciation, Dr. White’s name appears on the Certifi- 
cate of Incorporation of this Association, dated 
May 14, 1924. He served the Association as presi- 
dent from 1940 to 1941 and is at present a member 
of the Assembly of the organization. He is also a 
member of the Scientific Council of the American 
Heart Association, and in this connection is Chair- 
man of the Committee on the Effect of Strain and 
Trauma on the Heart and Great Vessels. 


In its broad outlines Dr. White’s own career 
provides an excellent exemplification of the various 
stages of a doctor’s usefulness. The types of service 
are not mutually exclusive—except as they tax the 
limits of one man’s strength and waking hours— 
indeed they frequently overlap. There were the 
busy early years of treating the symptoms of hun- 
dreds of patients who passed through the wards 
and clinics of the Massachusetts General Hospital. 
And there were the extra hours snatched from sleep 
and recreation during which the young doctor be- 
came the master of his balky electro-cardiograph 
and started the classification and correlation of his 
records, the foundation for much further research. 

Before long he had enlarged his sphere of in- 
fluence to include the training of others in his 
field. His teaching activities under the aegis of the 
Harvard Medical School began early; indeed there 
was only a brief interlude between his studies 
there as a graduate fellow and his work as a teach- 
ing fellow which began in 1915 and continued for 
five years. He advanced through the professional 
ranks regularly, becoming a Lecturer in 1936 and 
Clinical Professor a few years later. During all 
this time he also maintained a large practice, served 
constantly at the Massachusetts General, read wide- 
ly in medical literature, and wrote voluminously. 
His output included not only the thousand page 
magnum opus on heart disease, first published in 
1931 and revised in 1937 and 1944, but literally 
hundreds of monographs and scholarly papers. In 
many of them he graciously shared the credit of a 
new discovery or improved technic with some as- 
sistant who helped in the research. Frequently as 
many as fourteen young men at a time worked 
and trained with him. He believes thoroughly in 
developing their confidence through judicious 
praise and encouragement. And he puts that belief 
into practice. 

In the files of the well stocked M.G.H. library 
there are scores of cards listing Paul Dudley White 
as author of such studies as Cardiac Problems in 
War Time, Changing Viewpoints in Cardiology, 
Coronary Disease in Youth (with comparative fol- 
low-up studies ten years later), Climate, Mode of 
Life, and Heart Disease, Heart Disease in preg- 
nancy, in hypertension and nephritis, in New Eng- 
land—finally, Heart Disease—A World Problem. 
Well, such titles are to be expected from one of the 
greatest cardiologists of his generation. Certainly 
the number of them is indicative of the man’s in- 
dustry, his power of organizing his time and his 











work. And too the nature and scope of his earlier 
research sharpens our anticipation and stimulates 
high hope for Dr. White’s present task of wresting 
from his accumulation of over 10,000 case histories 
covering a twenty-five year period some of the an- 
swers we must have to check the deadly toll of 
coronary heart disease. 

But in those impersonal files there also lies a 
clue to something more than his professional life. 
From time to time among the technically phrased 
titles there is the simple listing of a man’s name 
with the dates of his birth and death: “Herman 
Frank Vickery (1856-1940),” “Richard Clarke 
Cabot (1868-1939).” Those entries speak of the 
desire of friends, colleagues, pupils to eulogize the 
great who had lived and worked among them. 
And to whom could that labor of love be better 
entrusted than to Paul White? He has written 
movingly and spoken with eloquence of beloved 
teachers whose names are revered far beyond the 
confines of the hospital and city in which they 
served. Dr. White’s depth of insight, warmth of 
spirit, and genuine gift of words have eminently 
fitted him to be very frequently the spokesman for 
his colleagues. 

And when there’s not too great an accumulation 
of literary tasks lined up he can—and does—dash 
off a telling letter to the newspapers! It’s an old 
diversion of the doctor’s. 

Dr. White’s own usefulness has, throughout the 
years, spread over the whole world, not only 
through his written works and the men he has 
trained, but through actual contact on his many 
journeys abroad with his dynamic personality. 
Geographically, there are certainly few fields left 
for him to conquer, but nonetheless he is constant- 
ly widening the scope of his influence. He is con- 
vinced that one of our most effective weapons 
against that most powerful of all killers, heart dis- 
ease, is preparedness. But it’s not merely the doc- 
tors who must be prepared to parry its telling 
blows, but people everywhere who must be taught 
to be on their guard. They must be constantly 
alert, they must not take foolish risks, they must 
learn to distinguish between dangerous supersti- 
tions and established scientific fact. 

As an opening salvo in his campaign, to warn 
and inform the population at large, Dr. White 
blessed with the prestige of his name and _ his 
portrait a recent article in a syndicated Sunday 
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supplement that reaches millions of American 
homes. He scoffed gently at such ancient bugaboos 
of heart disease as fearing to walk upstairs, to ex- 
perience strong emotion (even love never broke 
down that toughest of all muscles, the heart!), to 
continue moderate activity whether of a man’s 
business or his hobbies. He told encouraging anec- 
dotes like the one of the grateful patient with a 
probable expectancy of some four or five years 
who vowed to send the doctor a turkey every 
Christmas. For twenty-four consecutive years the 
White table was graced by that patient’s gifts! 


,® now Dr. White’s classroom is as wide as 
the world. Every potential victim of heart 
disease is his pupil. This is a tremendous task to 
which the doctor is devoting himself. He is deter- 
mined to make common knowledge whatever has 
been discovered about heart disease that can help 
people to avoid it, to fear it less, or to live longer 
and more comfortably with it. Along with this 
undertaking goes the painstaking research that digs 
deep into the fundamental question of why we 
suffer from heart disease—along with the numer- 
ous ramifications that query raises. Why do more 
men than women have it? Perhaps that answer lies 
in their differing metabolism. How is climate re- 
lated to the incidence of heart disease? We already 
know that rheumatic fever is largely a disease of 
the North Temperate zone, and the Mayo Clinic 
has shown that deaths from heart failure are most 
frequent in December, January, and February in 
the North. 

Someday, Dr. White is confident, the tables and 
studies and careful clinical records will yield defini- 
tive answers. He’s stubborn and unresting in 
searching for them, as dogged as ever he was years 
ago in the basement of the old skin ward at the 
M.G.H. where he persisted in his resolve to master 
the unpopular field of heart trouble—electrocardio- 
graph and all. Modestly, he claims only to have 
built on the foundations already laid down by his 
great teachers and predecessors. Those men might 
well be proud of their gifted pupil who embodies 
in his work and life their humanitarian ideals, 
and who, in his medical pioneering, has carried 
so much further than they were able to the heal- 
ing light of knowledge. 

Lucite C, Detnarp 
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PSYCHIATRY FOR THE GENERAL— 
PATIENTS AND PRACTITIONERS 


in all hospitals are suffering either from 

psychological illness or a combination of 
psychological and physical illness, few would 
question Dr. Bernard Wortis’* conclusion that 
every doctor should have more psychiatric 
training. 

While not every physician might care to have 
his patients say of him as did the woman in a 
recently published cartoon “. .. and what I like 
about the doctor is the way he treats your imagi- 
nary ailments just as though they were real!”, 
most practitioners are becoming ever more 
cognizant of the need for having at least a basic 
familiarity with some psychiatric concepts of 
treatment. 

As this trend toward emphasis of the psychic 
factors in disease develops and as greater num- 
bers of people become convinced that they can 
expect more than clinical diagnosis and treat- 
ment of apparent physical symptoms, it is in- 
evitable that more and more doctors—general 
practitioners as well as specialists—will have to 
be ready to offer their patients more than pal- 
liatives and platitudes. 

There has been much talk of the value of the 
“family doctor,” who knew his patients, their 
family histories, their economic and social cir- 
cumstances, and so was more apt to understand 
and recognize overtones of psychosomatic prob- 
lems in the main theme of physical complaints. 
It is patently impossible, of course, for every 
doctor to know each of his patients so intimately 


[ IT is indeed true that 60 per cent of patients 


*Chairman of Department of Psychiatry, New York Univer- 
sity College of Medicine. 
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that he can infallibly differentiate symptoms in 
every case, and even if the doctor is fortunate 
enough to conclude correctly that an illness has 
a psychosomatic rather than organic basis, there 
still remains the problem of securing the pa- 
tient’s cooperation to provide optimum treat- 
ment. Many patients are frightened by the 
knowledge—stated or implied—that they re- 
quire psychiatric assistance. Most often, the pa- 
tient does not actually need the services of a 
trained psychiatrist or analyst, but merely the 
help and counsel that a friendly, understanding 
practitioner can give. 

The physician must learn to respect and con- 
sider the patient’s reactions, emotions, latent 
anxieties and fears. He must not conduct an ex- 
amination in such a manner that the patient's 
fears are intensified, his confidence under- 
mined; he must avoid taxing the patient's 
strength by excessively lengthy examinations 
and avoid referring to the diagnosis in terms 
the patient cannot understand so that further 
anxieties and even neuroses are induced. 

It is the duty of the conscientious doctor to 
serve not only as diagnostician and therapist, 
but also as interpreter and to simplify his ex- 
planations and directives to the patient, insofar 
as he feels it prudent and helpful, so that by bet- 
ter understanding the patient can help, not hin- 
der the treatment. 

In his book, “Therapy Through Interview,” 
Dr. Stanley G. Law, Minnesota Psychiatric In- 
stitute, says, “No other field of medicine is as 
individualized as psychiatry. Each physician 
must fit his methods to his own personality. 
Yet certain basic principles do apply and can 
be used by all with only minor changes.” 

So that every physician may have an oppor- 








tunity to acquire at least the basic skill neces- 
sary for thorough interpretation of the patient’s 
complaints, there will, therefore, have to be a 
change in the curricula of many medical schools 
to provide at least minimum training in psychi- 
atric diagnosis and treatment. This cannot, of 
course, be at the expense of thorough ground- 
ing in all the problems of medicine relating to 
the body. Arrangement can no doubt be made, 
however, to include in either the premedical or 
professional training program such courses as 
will contribute to the competence of the doctor 
in handling the “entire” patient—mind as well 
as body. 


A. E. 


CUTANEOUS ASPECTS OF VITAMIN 
DEFICIENCY 


HERE are several circumstances which may 
[rest in the condition of vitamin de- 

ficiency, chief among which are: (1) 
inadequate intake due to faulty diet; (2) in- 
complete digestion of food; (3) inadequate 
absorption in the digestive tract; and (4) in- 
creased requirement for vitamins due to such 
causes as chronic infections, debility, and preg- 
nancy and lactation. 

Faulty nutrition often is due not to an in- 
ability to secure the vitamin-containing foods 
but rather to a dislike of the foods which are 
the best sources of the vitamins, that is to 
“finicky” eating. Most commonly lacking in 
the diet are foods containing vitamins of the 
B complex. Pro-vitamin A, carotin, is the fac- 
tor which certain individuals are unable to con- 
vert to the useable form vitamin A itself. In- 
adequate absorption of vitamins may be due to 
liver dysfunctions among other causes. 

A deficiency of vitamin A may be indicated 
by such cutaneous manifestations as the devel- 
opment of hard follicular papules upon the 
extensor surfaces of the extremities, particular- 
ly about the elbows and knees, but in the more 
severe deficiencies the entire body surface may 
become involved. The skin in such cases has a 
nut-grater appearance. There may also be hy- 
perkeratotic patches on the palms and soles. 
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Generalized xerosis or excessive dryness of the 
skin of infants and children, callouses and 
corns occurring without obvious friction or 
chronic trauma and keratosis follicularis are 
other cutaneous manifestations of vitamin A 
deficiency. 

Additional symptoms of deficiency of this 
vitamin include night blindness and in ad- 
vanced cases keratomalacia and more com- 
monly Bitot’s spots which are circumscribed 
areas of xerosis occurring just laterally to the 
corneas. 

Treatment of vitamin A deficiencies re- 
quires large doses, varying from 100,000 to 
300,000 units per day orally given over long 
periods of time. 

Vitamin A is found to be effective in a small 
minority of cases of the superficial type of acne 
vulgaris. Psoriasis apparently is not affected by 
vitamin A. Certain cases of vitamin A deficien- 
cy accompanied by well marked patches upon 
the elbows, knees, soles, and palms are mis- 
diagnosed psoriasis, which is the probable rea- 
son for the report of vitamin A being effective 
in psoriasis. 

Symptoms arising from a lack of vitamin B 
may be as complex as the vitamin itself. 

A lack of riboflavin or vitamin Bz produces 
a cheilosis with fissuring of the oral commis- 
sures, a seborrheic dermatitis-like change with 
erythema and scaling characteristically at the 
naso-facial folds and auriculo-temporal folds or 
a rosacea-like dermatosis. There may be a 
rosacea keratitis and usually a glossitis with a 
magenta or reddish purple coloration of the 
tongue with enlarged papilla producing a 
roughened pebbly appearance. The cheilitis 
must be differentiated from perléche due to 
licking the corners of the mouth and monilia- 
sis. The latter condition may be ruled out by 
direct slide examination or culture. 

A deficiency of nicotinic acid is the primary 
factor in producing pellagra, the three D’s dis- 
ease—dermatitis, diarrhea, dementia. Typical 
pellagra is generally recognized. A subclinical 
form consists of slightly developed erythemat- 
ous macular lesions upon the exposed surfaces 
accompanied by some smoothness and swelling 
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of the tongue and buccal mucosa. The treat- 
ment of pellagra calls for large doses of nico- 
tinic acid giving 500 to 1,000 mg. daily per os, 
or 50 to 80 mg. parenterally. This should al- 
ways be augmented by the entire B complex 
per os and vitamin C, which in all probability 
is also lacking in the diet of the pellagrin. 

Vitamin B complex therapy has been found 
of some value in the treatment of certain types 
of eczema, acne vulgaris of the cystic type, and 
thiamine hydrochloride, B:, is most valuable in 
the relief of pain accompanying and following 
herpes zoster and of tabes dorsalis. Pantothenic 
acid is not a factor in the graying of hair of the 
human. 

Vitamin C is the antiscurvy factor. A lack of 
this vitamin produces reddened, spongy, bleed- 
ing, ulcerated gums accompanied by purpura, 
often being petechial and follicular particular- 


ly in dependent parts. This condition calls for 
the administration of 100 to 200 mg. of vitamin 
C daily. 

Vitamin C is of value in preventing and 
combating arsenical reactions particularly to 
the arsphenamine-arseno oxide groups. In con- 
junction with bismuth it is of value in the re- 
versal of a fixed positive syphilitic serologic test. 

No dermatoses are attributed to a deficiency 
of vitamin D. Some cases of pemphigus, acne 
vulgaris and psoriasis do respond to large doses 
of vitamin D. 

In so much as our knowledge of vitamins is 
quite incomplete, it is impossible, to a major 
degree, to determine the only vitamin lacking 
and the extent of this lack. For this reason it is 
well to use large doses of polyvitamins in all 
proven vitamin deficient individuals. 

J. G 


INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA 


OFFICERS OF THE ASSOCIATION 
PRESIDENT 

Dr. Evarts A. Graham, St. Louis, Mo. 
PRESIDENT-ELECT 

Dr. Waltman Walters, Rochester, Minn. 
PRESIDENTS OF CLINICS 

Dr. John F. Erdmann, New York, N.Y. 

Dr. Frank H. Lahey, Boston, Mass. 
MANAGING DIRECTOR 

Dr. Arthur G. Sullivan, Madison, Wis. 
SECRETARY 

Dr. Tom B. Throckmorton, Des Moines, Ia. 
TREASURER AND DIRECTOR OF FOUNDATION FUND 


Dr. Henry G. Langworthy, Dubuque, Ia. 


SPEAKER OF THE ASSEMBLY 


Dr. Mather Pfeiffenberger, Alton, IIl. 


BOARD OF TRUSTEES 


Dr. Edwin S. Hamilton, Kankakee, IIl. 

Dr Mather Pfeiffenberger, Alton, Ill. 

Dr. Maurice R. Williamson, Alton, Ill. 

Dr. Henry G. Langworthy, Dubuque, Ia. 
Dr. John E. O’Keefe, Waterloo, Ia. 

Dr. Tom B. Throckmorton, Des Moines, Ia. 
Dr. John M. Dodd, Ashland, Wis. 

Dr. Eugene S. Sullivan, Madison, Wis. 





EDITOR-IN-CHIEF, POSTGRADUATE MEDICINE 
Dr. Charles W. Mayo, Rochester, Minn. 


COMMITTEE ON MEDICAL RESEARCH AND ADVANCEMENT 


Dr. Elliott P. Joslin, Boston, Mass. 

Dr. W. Wayne Babcock, Philadelphia, Pa. 
Dr. Charles H. Best, Toronto, Ont. 

Dr. George Crile, Jr., Cleveland, Ohio 
Dr. Evarts A. Graham, St. Louis, Mo. 

Dr. Roy D. McClure, Detroit, Mich. 

Dr. Jonathan C. Meakins, Montreal, Quebec 
Dr. Eric Oldberg, Chicago, Ill. 

Dr. James E. Paullin, Atlanta, Ga. 

Dr. Erwin Schmidt, Madison, Wis. 

Dr. Waltman Walters, Rochester, Minn. 


PROGRAM COMMITTEE 
Dr. Russell L. Cecil, New York, N.Y. 
Dr. Henry A. Christian, Boston, Mass. 
Dr. John R. Fraser, Montreal, Quebec 
Dr. Duncan A. L. Graham, Toronto, Ont. 
Dr. Herman L. Kretschmer, Chicago, Ill. 
Dr. Frank H, Lahey, Boston, Mass. 
Dr. Charles F. Martin, Montreal, Quebec 
Dr. Charles W. Mayo, Rochester, Minn. 
Dr. Howard C. Naffziger, San Francisco, Calif. 
Dr. Charles H. Phifer, Chicago, Iil. 
Dr. Leonard G. Rowntree, Miami, Fla. 








Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine. 
Readers are invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Build- 


ing, Minneapolis 3, Minnesota. 


PODOPHYLLIN FOR PSORIASIS 


QUESTION: I noted in an Italian medical journal 
that psoriasis had been treated successfully with podo- 
phyllin. Has it been used in the United States? If so, what 
is the dosage and is it recommended? 

M.D.—lIowa 


ANSWER: The Index Medicus gives no reference to 
the use of podophyllin in the treatment of psoriasis in 
the United States. This resin, 20 to 25 per cent strength 
suspended in liquid petrolatum, or 95 per cent alcohol, 
has been employed in this country chiefly in the treat- 
ment of condyloma acuminata and to a less degree in 
other types of verrucae, and in granuloma inguinale. 

Podophyllin is a marked skin irritant and is a skin 
sensitizer of the first degree. Therefore if used in pso- 
riasis it should be employed in a strength not greater 
than 1 per cent, preferably suspended in 95 per cent 
alcohol for painting on the psoriatic patches. Patients 
should be warned of the possible development of sen- 
sitization to the drug. It is also markedly irritative to 
mucous membrane so should not be used about the eyes. 
Systemic action from transepidermal absorption of the 
podophyllotoxin should be borne in mind. 

BEDFORD SHELMIRE 


PATERNAL FACTORS IN ABORTION 
QUESTION: Is there any evidence that subfertility in 


the husband may render the wife prone to miscarriage? 


M.D.—Ohio 


ANSWER: The following statement is quoted 
(Titus, Management of Obstetric Difficulties. Ed. 3. 
St. Louis, C. V. Mosby Company, 1945, pp. 283-284): 

“The paternal factors referred to as influencing abor- 
tions are apparently inherent in the spermatozoa. These 
may be capable of fertilizing the ovum but physiologi- 
cally or morphologically defective in some respect so 
that the product of conception is unable to continue its 
development. Dietetic deficiencies and diminished thy- 
roid activity may be factors in this, and chronic lead 
poisoning in the male is an outstanding example of the 
effect of certain toxins so that ova fertilized by sper- 
matozoa from such a male are more likely to be aborted 
than to progress to term. It is true that lead poisoning in 
women is frequently followed by abortion, but Weller 
has advanced convincing experimental evidence that 
chronic lead poisoning has a deleterious effect in the 
spermatozoa, resulting in interruption of pregnancy 
and a high fetal death rate. 

“Chronic alcoholism, anemia, debilitating diseases, 
and habitual sexual excess may likewise cause sper- 
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matozoa to be physiologically and morphologically de- 
fective, or debilitated, with subsequent abortion fairly 
clearly traceable to this fact.” 

J. P. Greenhill says (Principles and Practice of Ob- 
stetrics. Ed. 9. Philadelphia, W. B. Saunders Company, 
1947, Pp. 372): “Without doubt some men produce sper- 
matozoa which are inadequate to give the ovum the 
necessary generative impulse. Unprotected x-ray work 
ers” are an example. 

The routine study of both husband and wife for 
habitual abortions, similar to that for sterility, has dis- 
closed so many instances of significant male faults of 
subfertility that the writer is convinced of the male 
role in many miscarriages. 

PAUL TITUS 


DIAGNOSIS AND TREATMENT OF GOUT 


QUESTION: What factors should be looked for in 
the differential diagnosis of gout? What is the recom- 
mended treatment today in addition to dietary control? 

M.D.—Maryland 


ANSWER: A history of recurrent bouts of acute 
articular pain, usually without known cause, followed 
rapidly by a red, hot swelling of the joint and beyond 
with the occurrence of peeling skin as the edema dis- 
appears is the most important aid in diagnosis. 

Other aids are a positive family history, identifica- 
tion of the crystals taken from tophi, the dramatic re- 
sponse to colchicine in full doses, a serum uric acid level 
of 6.0 mg. per cent or over and the typical leukocyte 
count of the aspirated joint effusion. With these factors 
in mind, traumatic arthritis, specific arthritis ( gonococ- 
cal and brucellosis), rheumatoid arthritis, rheumatic 
fever, and Heberden’s nodes can usually be ruled out 
rapidly. 

Occasionally, only careful observation over a long 
period of time can give the correct answer and in a 
few instances only the development of valvular disease 
can distinguish between rheumatic fever and gout. 
X-ray studies are not diagnostic per se. 

Although there is no proof that low purine diets are 
of any value, elimination of sweetbreads, anchovies, 
sardines, liver, kidneys, brain, and meat extracts are 
recommended. Weight reduction is advised for obese 
people. 

For acute attacks colchicine is still the drug of choice. 
For the initial attack either 0.5 mg. every hour or 1.0 
mg. every two hours are taken until relief is experi- 
enced or until gastrointestinal symptoms such as nausea, 
vomiting, or diarrhea ensue. The usual effective dose is 
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from 4.0 to 8.0 mg., and relief occurs in twenty-four 
to seventy-two hours following the first loose bowel 
movement. Paregoric in 4 cc. doses is usually necessary 
following each loose bowel movement. During the 
acute attack, absolute bed rest, 3,000 to 4,000 cc. of 
fluid intake and hot moist dressings to the affected part, 
which should be protected, are of great benefit. 

If attacks occur in rapid succession, salicylates in the 
form of acetylsalicylic acid (aspirin), 5.0 to 6.0 gm. per 
day for three to four days with equal amounts of soda 
bicarbonate are recommended intermittently. Other 
medications are either harmful or less beneficial. Sali- 
cylates are the only safe drug that will lower blood uric 
acid significantly. 

For the chronic cases with steady articular pain and 
few acute attacks, physical therapy and operative pro- 
cedures in selected cases are indicated. Here the chronic 
use of salicylates to control joint pain may be necessary. 
In these unfortunate people, cardiovascular renal com- 
plications are probably not preventable. However, 3,000 
cc. of fluid daily may aid in preventing renal calculi. 
It uric acid stones are definitely present, 8.0 to 16.0 gm. 
ot sodium citrate has been advocated. This medication 
is not recommended routinely as calcium phosphate 
stones can be associated with gout. 


MORRIS W. STROUD, 3RD 


CABBAGE JUICE FOR PEPTIC ULCER 
QUESTION: I have read several articles in the various 


newspapers on a treatment for peptic ulcer originated by 
Cheney of California. This is the use of cabbage juice. I 
would like to know if there is any medical literature upon 
this subject or if you can give me any reference to this 
subject. 


M.D.—Ohio 


ANSWER: Cheney treated 13 patients, giving them 
at least a liter of fresh uncooked cabbage juice a day. 
The reason for giving this was that in guinea pigs, cab- 
bage appeared to prevent the formation of ulcers due 
to histamine. 

Cabbages were put in a juice press, and usually it 
took 2 kg. of the rdw vegetable to produce 1 liter of 
juice. The addition of celery juice made the cabbage 
juice more palatable. The last three patients treated 
were given a mixture of three parts of cabbage juice to 
one of celery juice. Salt and pepper and tomato juice 
should also be added. 

One in 3 of the patients had some abdominal dis- 
tress and constipation, relieved by milk of magnesia. 
The juice was given 200 cc. at a time, five times a day. 
It was unpalatable if kept overnight. In addition to the 
cabbage and celery juice, a diet was given in which all 
of the food was cooked so as to destroy other sources 
of the supposed vitamin U. 


The patients were kept in bed until pain stopped. 


They were allowed to smoke. They were given sodium 
bicarbonate and codeine sulfate for the relief of pain, 
also sleep-makers at bedtime, and milk of magnesia to 
relieve constipation. 

Cheney depended much on the roentgenologists to 
tell him when the ulcer was healed, and claimed that 
craters disappeared rapidly, often within two weeks. 
Many gastroenterologists would not care to trust to this 
method or this criterion of ulcer healing. 

There were six gastric ulcers and one jejunal ulcer, 
all of which were seen with the gastroscope to heal 
rapidly. Cheney stated that the “anti-ulcer factor” is 
readily destroyed by heat. Wisely, he pointed out that 
the results are as yet only suggestive, and more work 
must be done. 

Since November 1948, a concentrate of cabbage fat 
prepared by Viobin Corporation of Monticello, Illinois, 
has protected guinea pigs from histamine-produced 
ulcers, when fed in doses of 10 mg. a day for a 300 gm. 
animal. 

Naturally, the big question will be, will the healed 
ulcers stay healed any longer after this treatment than 
after other treatment? 


REFERENCE 


Cueney, Garnett: Rapid healing of peptic ulcers in patients 
receiving fresh cabbage juice. California Med. 7o:10-15 (Jan.) 
1949. 


COMMENT 


GenTLEMEN: In your February 1949 issue on page 
171, I notice a reply to a question regarding new sug- 
gestions for treatment of undulant fever. May I re 
spectfully call to your attention the recent work re- 
ported by Dr. Wesley Spink and co-authors in the 
].4.M.A. In his paper, Dr. Spink and the co-authors 
mention the successful results obtained against brucel- 
losis due to brucella melitensis using the new anti- 
biotic Aureomycin hydrochloride. 

According to current investigators, the treatment of 
acute brucellosis would seem to be accomplished best 
by the use of Aureomycin hydrochloride and would 
seem to make the streptomycin-sulfadiazine combina- 
tion therapy outdated. 

Other workers in the field, including Dr. Perrin 
Long of Johns Hopkins, have obtained similar promis- 
ing results with Aureomycin in acute brucellosis. 

Thank you for your consideration. 


Very truly yours, 
LeperLe Laporatorits Division 
American Cyanamid Company 
Rutledge W. Howard, M.D. 
Director of Professional Service 





New Drugs and Instruments 








Information published in this department has been supplied by the manufacturers of the products described. 





SHAMPAINE HAMPTON OBSTETRIC 
DELIVERY TABLE 


DESCRIPTION: Features head-end controls and one-piece top 
with disappearing leg section. The right-hand wheel ex- 
tends and raises leg section to level of body section to give 
the labor position. When delivery position is needed, the 
same wheel lowers and telescopes the leg section entirely 
into the body section. The left-hand wheel adjusts the 
table top from horizontal to Trendelenburg or Fowler 
positions. 

The table can be lowered or raised from 32 to 43 inches 
in height. A foot pedal releases the table top for horizon- 
tal rotation without affecting the elevation of top or the 
position of the base. 

PRODUCER: Shampaine Company, St. Louis 4, Mo. 


CAFERGONE 


PURPOSE: Oral treatment of migraine, histamine and ten- 
sion headaches. 
coMPosITION: Cafergone is composed of 1 mg. ergotamine 
tartrate and 100 mg. caffeine. 
DOSAGE AND ADMINISTRATION: Best results are obtained by 
giving an adequate amount, preferably in a single dose, 
as early as possible in the attack (at the very first sign of 
pain). Administration of Cafergone between attacks is 
not recommended. It may be given to interrupt the prog- 
ress of an attack once started. The average dose is 2 to 4 
tablets for the individual attack. If an initial dose of 2 tab- 
lets fails to provide relief in thirty minutes another tablet 
should be given. If necessary, additional 1-tablet doses may 
be given at half-hour intervals up to a total of 6 tablets. 
The total dose for any one attack should not exceed 6 
tablets. 
\uTIons: Cafergone is contraindicated in presence of 
peripheral vascular disease, angina pectoris, impaired 
renal or hepatic function, or during pregnancy. 
HOW SUPPLIED: Bottles of 20, 100, 500, and 1,000 tablets. 
propucEeR: Sandoz Pharmaceuticals, Division of Sandoz 
Chemical Works, Inc., New York, N.Y. 
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OHAUS HARVARD TRIP BALANCE 


DESCRIPTION: Features stainless steel weighing platforms 
and beams. Equipped with 6-inch diameter plates at 
points of continuous usage. The model shown, No. 550-S 
has a beam capacity of 210 gm. Further information can 
be obtained from: 

propucER: Ohaus Scale Corporation, 10-14 Hobson St., 
Newark 8, N. J. 


BACITRACIN 


PuRPOsE: Antibiotic. 

DESCRIPTION: Exerts an antibacterial action against many 
gram-positive pathogens including the common strepto- 
cocci and staphylococci. It is also destructive for certain 
gram-negative organisms, the spirochete of syphilis, and 
the Endomoeba histolytica. Effective against many strains 
of pathogens resistant to penicillin. 

DOSAGE AND ADMINISTRATION: Administered topically. It is 
injected by local infiltration into the base of pyogenic 
lesions; it may be used for irrigation of infected wounds 
and it is applied in ointment form in infectious conditions 
of the skin and external ocular infections. 

HOW SUPPLIED: Bacitracin powder in sterile vials, Bacitracin 
ointment for surgical and dermatologic use, and Bacitra 
cin ophthalmic ointment. 

propucer: C, S. C. Pharmaceuticals, division of Commercial 
Solvents Corporation, Terre Haute, Ind. 


DIHYDROSTREPTOMYCIN 


coMposiTIoN: Dihydrostreptomycin sulfate. 

INDICATIONS FOR USE: In treatment of certain types of tuber- 
culous infections, and in cases where there is a hyper- 
sensitivity to streptomycin. 

HOW suPPLIED: In sterile rubber-diaphragm-capped bottles 
containing the equivalent of 1 gm. of pure streptomycin 
base. 

propuceEr: Parke, Davis & Company, Detroit, Mich. 











NEW DRUGS 


LA MOTTE THYMOL TURBIDITY OUTFIT 


PuRPOSE: For measuring liver 
function. 

DESCRIPTION: The Outfit con- 
sists of turbidity standards 
representing the following 
values in terms of Maclagan 
units: 2.5, 5, 10, 15, 20, 25, 
30, and 35; standardized 
thymol-barbital buffer solu- 
tion; test tubes; pipette, and 
a plastic case. Complete directions are furnished for the 
test. 

propucER: LaMotte Chemical Products Co., Baltimore 4, 
Md. 





SESTRAMIN 


puRPOsE: Estrogen-vitamin therapy. 

composition: A combination of orally active estrogenic 
conjugates (equine) with vitamins C, D, and the B 
complex. 

INDICATIONS FOR USE: Menopausal symptoms, senile vagini- 
tis, kraurosis of the vulva, amenorrhea, dysmenorrhea, 
and other symptoms due to estrogen insufficiency. 

DOSAGE AND ADMINISTRATION: One tablet 1 to 3 times daily 
or as directed by the physician. 

HOW sUPPLIED: In two strengths: Sestramin-10M (light 
green-coated), and Sestramin-5M (light tan-coated), bot- 
tles of 20, 100 and 500 tablets. 

propucerR: The E. L. Patch Company, Boston, Mass. 


PRULOSE 


PURPOSE: Treatment of functional constipation. 

composition: Each Prulose tablet contains 5 gr. of dehy- 
drated prune concentrate and 7.5 gr. of methyl cellulose. 

DOSAGE AND ADMINISTRATION: Dosage is 3 tablets, broken into 


; segments and swallowed with one to two full glasses of 
water, three times daily, until normal elimination is estab- 

; lished. The dosage may then be reduced. 

: HOW SUPPLIED: In dose dispenser boxes of 96 tablets. 

; propucer: The Harrower Laboratory, Inc., Glendale, Calif. 
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HYDRO-BILEIN TABLETS 


| PURPOSE: For replacement therapy to improve digestion and 
absorption of food, particularly fat and the fat-soluble 
vitamins, when bile salts are absent from the intestinal 
tract. 

composition: Hydro-Bilein is a mixture of dehydrocholic 
acid and dried fresh ox bile. Each tablet contains Bilein 2 
gr., and dehydrocholic acid 2 gr. 

: INDICATIONS FOR UsE: To promote flushing of the biliary 

: tract and to reduce the emptying time of the stomach and 

exert a laxative effect. 

S DOSAGE AND ADMINISTRATION: Average dosage is one tablet 
two to four times daily. 

HOW supPLieD: Bottles of 100 and 1,000 tablets. 

propucer: Abbott Laboratories, North Chicago, III. 








AND INSTRU MENTS 


ESTROTATE AND ESTROTATE WITH 
PROGESTERONE 


purRPosE: Steroid hormone therapy. 

coMposiTIon: Estrotate is the trimethyl acetic acid ester of 
alpha-estradiol. 

INDICATIONS FOR UsE: Control of menopausal syndrome, 
functional uterine bleeding, threatened and habitual abor- 
tion, hypogonadism, and amenorrhea. 

DOSAGE AND ADMINISTRATION: For immediate control of 
menopausal symptoms: 2 mg. Estrotate, followed by re- 
duction to the maintenance dose for the individual. Func- 
tional uterine bleeding: 1 to 5 mg. Estrotate daily. After 
cessation of bleeding, 0.5 to 1.0 mg. daily may be con- 
tinued during the first half of the cycle and Estrotate with 
Progesterone (1 cc. daily) during the second half of the 
cycle. Threatened abortion: 1 cc. of Estrotate with Pro- 
gesterone two or three times weekly to the period of 
viability. Hypogonadism: 0.5 mg. twice weekly or 1.0 
mg. once a week of Estrotate. 

HOW SUPPLIED: Estrotate is supplied as the sesame oil solu- 
tion in multidose 10 cc. vials containing 1.0 mg. alpha- 
estradiol 3-trimethylacetate per cc. Estrotate with Pro- 
gesterone is supplied in multidose 1o cc. vials containing 
1.0 mg. alpha-estradiol 3-trimethylacetate per cc. and 10 
mg. progesterone per cc. 

propucer: Lakeside Laboratories, Inc., Milwaukee 1, Wis. 


ESKACILLIN 


purpose: Liquid penicillin for oral use. 

INDICATIONS FOR UsE: Wherever oral dosage of penicillin is 
indicated. In severe infections, where parenteral penicil- 
lin is indicated, Eskacillin may be prescribed as a supple- 
mentary measure. 

DOSAGE AND ADMINISTRATION: The physician will be guided 
by the fact that each teaspoonful (5 cc.) contains 50,000 
units of crystalline penicillin G—the same potency as the 
usual oral penicillin tablet. 

HOW suPPLIED: In 2 fluidounce bottles. 

propucer: Smith, Kline & French Laboratories, Philadel- 
phia, Pa. 


LEDERCILLIN 


purpose: Parenteral penicillin therapy. 

coMPosITIoN: A mixture of sodium penicillin and a pro- 
caine salt of Penicillin G. 

DESCRIPTION: Ledercillin is stable in dry form at room tem- 
peratures, while in aqueous solutions it remains stable for 
one week at refrigerator temperature. It remains in the 
blood stream for twenty-four hours or longer; at the 
same time it immediately floods all tissues with penicillin 
following administration. 

INDICATIONS FOR UsE: Treatment of gonorrhea; pneumococ- 
cic, streptococcic, and staphylococcic infections; syphilis, 
and Vincent's infection. 

DOSAGE AND ADMINISTRATION: Water is the vehicle for in- 
jection. 

How suPPLIED: Ledercillin is also available in troche and 
tablet form. 

propuceErR: Lederle Laboratories Division, American Cyan- 

amid Company, Pearl River, N.Y. 











PREMIER “CLEAR VIEW” SYRINGES 


DESCRIPTION: A new line of syringes, featuring a process 
which joins metal to glass in the Luer lock syringe, thus 
preventing separation of the metal lock from the glass 
barrel after repeated sterilization; no cement is used. 
The pistons are made of colored glass for easier reading 
and sharp demarcation of dosage. 

propucer: Premo Pharmaceutical Laboratories, Inc., South 
Hackensack, N. J. 


ARTHRALGEN 

purpose: Arthralgesic unguent. 

COMPOSITION: 0.25 per cent methacholine chloride, 1 per 
cent thymol, 1o per cent menthol, and 15 per cent methyl 
salicylate, in a washable ointment base. 

INDICATIONS FOR USE: As an adjunct to systemic therapy of 
chronic arthritis with Ertron. Also for relief of pain in 
arthralgia, myalgia, neuralgia, lumbago, sciatica, fibrosi- 
tis, muscular injuries, sprains, synovitis, bursitis, and 
neuritis. 

DOSAGE AND ADMINISTRATION: Warm the affected parts thor- 
oughly; leave the skin wet and apply thin film of oint- 
ment. Alternate method: apply the ointment in a thin 
film over the dry skin and heat for twenty minutes with 
a 250-watt lamp held at a distance of one to two feet from 
the affected area. Should be used twice daily or as directed 
by the physician. It should not be applied near the eyes 
or upon mucous membranes. 

HOW SUPPLIED: In one-ounce collapsible tubes and in half- 
pound jars. 

propucerR: Whittier Laboratories, Division Nutrition Re- 
search Laboratories, Chicago, III. 


NEUTRALIZER WAFERS 
COMPOSITION: Each wafer contains: 
Calcium carbonate 


12 gr. 
Magnesium carbonate I gr. 
Magnesium trisilicate 2 gr. 


INDICATIONS FOR USE: For alleviating gastric hyperacidity 
and for relief of heartburn associated with pregnancy. 
DOSAGE AND ADMINISTRATION: One or two wafers dissolved 
in the mouth, or chewed and swallowed with water, re- 
peated as required. 

HOW sUPPLIED: Bottles of 100, 500, and 1,000. 

propucer: The Upjohn Company, Kalamazoo, Mich. 


CREMODIAZINE-A 

puRPosE: To provide an alkaline urine and reduce incidence 
of renal crystalluria. 

COMPOSITION: Each 100 cc. of this suspension contain 10 gm. 
of sulfadiazine and 33.3 gm. of sodium lactate. 

INDICATIONS FOR USE: In pneumonia, meningitis, urinary 
tract infections, and similar conditions. 

HOW sUPPLIED: In ‘Spasaver’ bottles containing 
ounces. 

propucer: Sharp & Dohme, Inc., Philadelphia, Pa. 
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BABEE-TENDA C. P. MODEL 


DESCRIPTION: The special Cerebral Palsy model differs from 
the regular Babee-Tenda in the following ways: higher 
back, with supports on either side; back rest angle is ad- 
justable; footrest is adjustable for correct support; seat 
may have a slight swing action if preferred, or may be 
held rigid; and the opening is made with a rounded 
front, adjustable to the child’s size. Further information 
can be obtained from: 

propucER: The Babee-Tenda Corporation, 750 
Ave., Cleveland 15, Ohio. 


Prospect 


TABLOID DIPHENAN 

purpose: Brand of Diphenan for treatment of oxyuriasis 
(pinworms). 

DOSAGE AND ADMINISTRATION: May be pulverized for admin- 
istration in jam to younger children. Tabloid Diphenan 
may be used in the presence of cardiac, hepatic, or gastro 
intestinal disease, as well as pregnancy. 

HOW SUPPLIED: In wintergreen-flavored chewing wafers of 
0.5 gm. each in tubes of 20. 

propucer: Burroughs Wellcome & Co. (U.S.A.), Inc., New 
York, N. Y. 


GRAMOZETS 
purPosE: Antibiotic anesthetic troches. 
COMPOSITION: Each troche contains 0.25 mg. of gramicidin 

and 5.0 mg. of benzocaine in a palatable base. 
INDICATIONS FOR UsE: For relief of throat irritations and in- 
fections due to gram-positive organisms. 
caution: No more than 8 Gramozets per day are recom- 
mended. 
HOW sUPPLIED: Tubes of 12 troches, 12 tubes to the carton. 
propuceR: Schering Corporation, Bloomfield, N. J. 











April 1... Said I to myself: A 
public address by anyone should 
illuminate, interest and also amuse. 
The speech should be a coherent 
fabric, not patch work and, if the 
subject be medical, it should be de- 
livered with erudition and compe- 
tence. All because of the lecture by 
an out of town “distinguisher” on 
American Medicine. 

Why American? Medicine, any 
scientific subject, is global, not na- 
tional. As he touched on physiolo- 
gy, he displayed a total absence of 
comprehension of the miraculous 
phenomenon of human existence. 
And of what didn’t he speak? He 
leaped from anticoagulant therapy 
to pruritus vulvae; from popliteal 
aneurysm to dwarfism; from pituit- 
ary trauma to sexual frigidity in the 
female, and from metabolism to 
granuloma venereum. 





And he talked and talked, and 
said nothing. His jokes were pa- 
thetic and he alone giggled at them. 

And as I walked and thought of 
the complex character of human 
emotions, how often intellect and 
emotions are completely divorced, 
of men whose thinking is confused 
and contradictory, and whose con- 
clusions are unimaginative, and of 
men and women who do not think 
at all, a sudden commotion in the 
corridor of the hospital interrupted, 
or rather made an end, to my train 
of thoughts. 

A young woman was being roll- 
ed into the emergency room. She 
Was screaming and cursing and 
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bleeding profusely from the scalp. 
“That brute,” she pointed to a man, 
her husband. “He did it. He hit me 
on my head with a chair.” I turned 
to him. “Why did you hit her with 
a chair?” Answer: “Because I 
couldn’t lift the table. Her name is 
Norma. It should be Abnorma. Get 
me?” I didn’t get him. The police 
did. 

I recognized that eccentric. He 
imagined himself a poet. He wrote 
a poem and sent it to the local daily. 
He brought me the verses and the 
editor’s answer. The title of his 
masterpiece was “Why Dol Live?” 
From the editor: “Because you sent 
your stuff by mail, and didn't bring 
itin person.” 

And here is Mae Turner with 
symptoms of congestive heart fail- 
ure, and bouts of fever. Her hus 
band told her, in my presence, he 
no longer wants her to be his wife. 
“Then,” said the poor girl, “please 
make me your widow.” 

* . 7 

April 2... Two little, seemingly 
insignificant incidents in one morn- 
ing: Two men and two women, 
and each woman told me a differ- 
ent story to illustrate her emotions 
and reactions. 

Mrs. Kamaiko: Her day starts 
with cross purposes, with quar- 
rels and squabbles and scrimmage 
amounting to riot. Her antagonist 
is her husband. Cause of discord: 
Nothing at all. Al and Sonya 
Kamaiko just form a mismatch. 

Every morning he comes rush- 
ing to my office with belching, 
flatulence, abdominal distress, and 
malodorous breath. A shot of dis- 
tilled water and he leaves a well 
man, until tomorrow, when his- 
tory will repeat itself. It does not 
affect the lady. She admitted to me 
that she hates her husband. 
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This is her story. “I read once of 
an insane man who screamed that 
he swallowed a horse. The doctors 
were forced to put him to sleep, 
make a cut in the skin of his belly, 
put a horse alongside of him and 
when he awakened, they pointed to 
the animal. ‘Here, we took the 
horse out.’ But the lunatic screamed 
louder than ever: ‘No, no, this is a 
black horse. The one I swallowed 
was white.’ Yes, I thought I mar 
ried a man. He is not at all the 
horse I swallowed. Not at all the 
man | thought he was. I'll make 
him hate me, and then perhaps 
he'll leave me.” 

Case 2. It was a love affair. Soon 
after the marriage, the rapture 
had evaporated beyond recapture. 
Blanche Hancock was a nurse in 
the hospital when Winston Glen 
was hovering between life and 
death, because of acute hemolytic 
anemia following primary pneu- 
monia and she married him at the 
bedside. 

“His grandfather,” she told me, 
“led a reclusive life. Glen walks in 
his footsteps. Never wants to go out, 
never wants to mingle with people, 
and wants no one to come to the 
house. You know the story of the 
boy and the girl, both nudists, who 
broke up the engagement because 
they saw too much of each other. I 
just hate him for being the ideal 
home man.” 

She was painfully disappointed 
when I informed her that his dia 
phragmatic hernia needs no sur- 
gery and conservative measures will 
suffice to cure him. She left weep- 
ing. “Maybe you can do some- 
thing?” she said between sobs. 
“Maybe, say a little thing, like kill- 
ing him with some drug.” Any- 
thing for a patient. 

* * * 

April 5... It makes little differ- 
ence to me whether malignant hy- 
pertension is or is not a clinical 
entity. The fact remains that Wil- 
mer Dugan’s occipital headache, 
loss of weight, fatigability, noc- 
turia, and impairment of vision 
were due to that disease. His third 
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wife soliloquized: “So he won't go 
to California with me as he prom- 
ised. ... That rat... . He took sick 
purposely, so as to get out of it. I'll 
fix him.” She didn’t have to do any 
fixing. He is all fixed. 

* * * 

April 7 . . . Optimism is always 
cheering in troubled times and 
neither Dr. H—n nor Dr. G—r, 
both afflicted with coronary insuf- 
ficiency contemplate the future with 
forebodings. Says Dr. H—n to col- 
league G—r: “As long as we are 
not immobilized we need not fear 
phlebothrombosis.” 

Dr. G—r nodded approvingly. 
“You know,” he said, “the fear that 
dicumarol may aggravate bleeding 
in the coronary, I think, has been 
greatly exaggerated. I take dicu- 
marol to prevent formation of 
thrombi, and never estimate my 
prothrombin time.” 

“Me too,” said his brother prac- 
titioner. “Now, when I go I want 
you to take care of my estate, and 
give my medical books to the hos- 
pital library. I am sure I'll go be- 
fore you because I am a few years 
older.” 

This arrangement brings to mem- 
ory the time when, quite a number 
ot years ago, I was physician to the 
health department, and the peni- 
tentiary was in my ward. Two con- 
victs in one cell, one sentenced to 
ninety years and the other to sev- 
enty-five. The bed of the latter, by 
mutual consent, was placed near 
the door, because he'll go out first. 

* * * 

April 8... And here is Beck with 
lingual carcinoma, the second in 
my practice, who turned a century 
the day before. He explains his age 
of 100 to two causes: (1) because 
he was born a hundred years ago; 
(2) because in his day there were 
no fancy diseases, and people sel- 
dom used a doctor; they lived to 
great old age, and when they died 
it was a natural death. 

A few reporters came to the hos- 
pital to interview the centenarian. 
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Why? What wisdom can he im- 
part? What added or different 
light can he give to this world of 
ours? He never was and certainly 
is not now a man of imagination or 
of large vision. Of what value are 
his expressions? 


I never found it profitable to give 
ear to those vanishing realities; if I 
am addicted to sin, I will not be- 
come a penitent, and if I suffer 
from delectable incongruities of vir- 
tue, his experiences and impres- 
sions will not change them. 

* * * 


April 11... Good Dr. Linthicum 
has not learned yet that patients do 
lie at times. He had a man more 60 
than. 50 for demonstration of Rei- 
ter’s syndrome. The clinical mate- 
rial vehemently denied any ex- 
posure to venereal infection, and 
the doctor believed him. “Gentle- 
men,” he told his listeners, “we 
have here the triad so constant in 
Reiter's disease—acute purulent 
urethritis, conjunctivitis, and ar- 
thritis, not caused by gonorrhea.” 

The patient whom I know so 
well had one question to ask of me. 
“How did the doctor know that the 
woman's name was Reiter—yes, 
Helen Reiter?” 

When the laboratory reported 
Neisser infection, the doctor sighed 
heavily. “I was so happy. I thought 
I at least had one case to report. 
Well, better luck next time.” 

Dr. Buchanan is now convinced 
that penicillin may cause an an- 
noying dermatitis. His patients 
didn’t get it. He did. 

* * * 

April 13. 
the precise purpose of Dr. Lirsinger 
in refusing to abandon old discard- 
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ed methods of curing diseases, and 
adhering to the outmoded ways. 
He refuses even to use antibiotics. 
He refuses to believe in preventive 
modern tactics, and since human 
architecture has not changed, why 
change methods of treatment? He 
and his father before him cured all 
colds with Dover's powder, all 
throat ailments with a gargle of 
Dobel’s solution, all rheumatic con- 
ditions with the salicylates, and 
never bothered about finding the 
underlying cause. 

His contradictory efforts do not 
seem to hamper ‘his practice. It’s 
huge. I recited for him: 

To everything there is a season 
And a time to every purpose under 

Heaven; 

A time to be born, and a time to die, 
A time to keep, and a time to cast 
away. 

He listened, shrugged his shoul- 
ders, and walked off. 


* * * 


April 15 Margaret Brown 
went to a lecture on the Witchery 
of Beauty in Art and Literature. 
Then she stood long and pensive 
before the mirror, became aware of 
her want of beauty, and decided to 
end it all. She wanted a prescrip- 
tion for a few dozen soporific tab- 
lets. 

Margaret is a college woman, in 
her late twenties, and as she spoke, 
she betrayed herself. “I always de- 
tested flippant men, and I was sure 
that men kept away from me be- 
cause they were aware of my hatred 
for disrespectability. Now I know 
why; I look like an ape in their 
eyes. I'll never marry. Why live?” 

Call me liar, trickster, and de- 
ceiver or what have you. I con- 
vinced her that she was charming, 
that she could capture any man’s 
heart, that if I were single, etc., etc. 
She left a happy woman, stepped 
out, began to seek the company of 
men, flippant or reserved, and to- 
day she came with a young man for 
a premarital examination. “I am 
really beautiful,” she told me. 











